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Shadow or substance 


Marcus J. Smith, M.D., Santa Fe, New Mexico 


Apothegm 
“The Spanish fleet thou canst not see because— 
it is not yet in sight!” (Sheridan) 


Clinical data 

A ‘-year-old boy complained of pain in the 
right hip of a short, but indeterminate, duration. 
There was a questionable limp noted; physical 
examination was reported as unrevealing. 


X-ray study 

A film of the pelvis (Fig. 1) showed no unusual 
features; bone architecture and development ap- 
peared normal and the hips symmetrical. 


Clinical course 

No action was taken, but the pain persisted 
and six months later, on further examination, 
there was now noted a definite right limp, a posi- 
tive right Trendelenburg’s test and a marked 
limitation of internal rotatior. of the right hip. 
There was no limb shortening; neurologic exam- 
ination was negative. Additional films were ob- 
tained and now (Fig. 2) many abnormal changes 
were present in the right femoral head and neck. 
These consisted of flattening and thinning of the 
head, with dense areas within it, decalcification 
distal to the epiphyseal line, and widening and 
shortening of the femoral neck. These changes are 
pathognomonic of Legge-Perthe’s Disease (coxa 
plana). 

Treatment was then started, using a flexed 
knee brace and crutches to avoid weight bearing 
on the afflicted side. About two years later, after 
serial x-ray study, weight bearing was instituted. 


Fig. 1 


At that time, there was one-fourth inch shortening 
of the right leg; leg raising and hip rotation were 
equal bilaterally; there was no discomfort. When 
last seen, the limp and the pain had disappeared, 
and the boy was carrying out unlimited activities 
without distress. The Trendelenburg was negative 
and there was a normal range of trunk motion. 
The disparity in length of the lower extremities 
was still present, however. 

Epicrisis 

Most diseases have periods in which patho- 
logical alterations precede by a variable interval 
of time observable radiographic changes. The ra- 
diologist must consciously or subconsciously be 
aware of this factor in diagnosis. (Hence the 
necessity of informing the consulting radiologist 
of pertinent clinical facts.) 

In this boy, the disease was assuredly present 
when he was first examined despite the negative 
x-ray film. The duration of the latent period be- 
tween the onset of this disease and its roentgen 
recognition is difficult to determine, but is prob- 
ably many months’. There is difference of opinion 
as to how to proceed therapeutically in a suspected 
Legge-Perthe’s disease during this period, but one 
authority states that if the diagnosis is in doubt, 
“the child should be put to bed until physical 
signs disappear and subsequent roentgenograms 
reveal no evidence of coxa plana.’” 


REFERENCES 
IHodges, P. C.: Normal Bone, Diseased Bone, Dead Bone. 
Am. J. Roent. 71:925, 1954. 
*Howorth, M. B.: A Textbook of Orthopedics. Philadelphia, 
W. B. Saunders Co., 1952, page 687. 
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a JUNE A CONCENTRATED CLAMOR AROSE in 
the public press over the problems posed by 
inflation and the role it plays in shaping the 
nation’s economy. While press attention to 
inflation has abated in recent months, the 


problem — its causes 
and consequences—re- 
mains. 


rous List In the Rocky Moun- 
tain area, inflation con- 
tinues to take its toll of financial security as 
surely as it does in any other part of the 
country. A few months ago, the National 
Association of Manufacturers turned its re- 
search attentions to Western states in an 
effort to determine the effects of inflation 
over the past 12 years. The NAM took the 
1947 dollar, a fairly stable; healthy specimen 
of U. S. currency, and compared it with its 
ailing younger cousin, the 1955 dollar. Here 
are the results of the comparison survey: 

Colorado citizens earned a total personal 
income in 1954 of $2,286,700,000. The actual 
purchasing power of this sum, contrasted 
with the purchasing ability of a similar 
amount in 1947, had dwindled in the eight- 
year period to only $1,904,400,000—a loss in 
consumer purchasing of one-third of a million 
dollars. Over the entire period of 1947-1955, 
Coloradans’ loss of purchasing power through 
an inflating dollar amounted to $1,861,700,000! 
Taken in “what-it-will-buy” terms, this al- 
most $2 billion figure represents 7.5 times 
the capital outlay spent on public schools in 
Colorado over the past 12 years. It represents 
6.4 times the total assets of all non-federal 
hospitals in the state as of 1957. 

Montana’s total earned personal income 
loss due to inflation in the 1947-1955 period 
amounted to $826,100,000. This was 8.8 times 
the capital outlay for public schools (1947- 
1959) and 16.9 times the assets of Montana 
non-federal hospitals in 1957. 

Nevada residents lost $331,400,000 in pur- 
chasing power due to inflation of currency 
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in the 1947-1955 span. For Nevadans, this 
amount represented 6.1 times their public 
school expenditures and 28.6 times state hos- 
pital assets. 

New Mexico watched an inflation loss of 
$777,500,000 which was 8.3 times public school 
sums and 15.7 times non-federal hospital 
value. 

Utah lost $855,800,000—an inflation loss 
4.9 times the dollars spent for public schools 
between 1947 and 1959 and 21.7 times listed 
hospital assets in 1957. 

Wyoming wrote off $413,400,000 in pur- 
chasing power in the eight-year period com- 
mencing 1947, or 7.4 times the school outlay 
and 20 times listed non-federal hospital assets 
in the state. 

In the six Rocky Mountain states serviced 
by this Journal, the aggregate amount of 
inflation loss in personal purchasing power— 
1947 to 1955—totals $5,065,900,000. Were sta- 
tistics available to update these figures to 
1959, the results would be far more stagger- 
ing. While statistics are startling and help to 
bring the problems closer to home, even more 
dramatic is the long-range chaos which in- 
flation fosters. Below is a quote from a 
publication of the American Institute for 
Economic Research, a non-political, non-com- 
mercial, educational and scientific organiza- 
tion with headquarters in Great Barrington, 
Massachusetts: 

“France today provides an outstanding 
example of the result of trends now evident 
here in the United States. In 40 years France 
has been reduced in status from one of the 
four great powers to a second or third rate. 
By means of the subtle embezzlement of cur- 
rency depreciation (a process upon which 
we are now well embarked), the savings of 
the French people have been stolen, the 
thrifty middle class has been nearly de- 
stroyed, 99 per cent of the buying power of 
the money has disappeared and the French 
economy has become nearly bankrupt.” 
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In a subsequent paragraph in the same 
article, the Institute says, “... events will not 
move so rapidly here as they did in France. 
Perhaps half a century will elapse before the 
situation becomes as critical here as that in 
France today.” (Italics ours.) 

What is behind inflation? What causes the 
dollar’s buying power to fall off? The first 
requirement to inflation in any country is an 
increase in the supply of money and the 
availability of easy credit. Listed are five 
“environmental” factors which speed infla- 
tionary tendencies: 

1. Federal spending above and beyond in- 
come, forcing the government to borrow and 
thereby increase the supply of money. Gov- 
ernment purchasing for its huge operations 
in the U. S. and abroad helps stimulate higher 
prices for raw materials, consumer goods and 
personnel services. Over 11 per cent of the 
gross national product of the United States 
was taken up by federal purchases in the 
first quarter of this year. In January, about 
one in 20 persons employed in the nation 
was a federal worker. More than one in 10 
was on some kind of government pay roll. 

2. Private debt curtails industry’s prime 
source of funds for new ventures. High taxes 
and a breakdown in savings habits hit hard 
at natural economic development. 

3. Wage boosts surpassing productivity in- 
creases greatly accelerate inflationary pat- 
terns. (Liberal members of the Senate and 
House in Washington, disturbed by the wage- 
price spiral, are advocating government wage 
and price fixing. Senators O’Mahoney of Wy- 
oming and Neuberger of Oregon are among 
others who have introduced such legislation. 
Some observers feel federally administered 
prices and wages may soon lead to peacetime 
government controls over all price structure 
—professional fees included.) 

4. Farm supports to insure “stable” market 
prices for agricultural commodities are a 
complete reversal of sound economics as 
lower food prices and competitive markets 
should result from the greater productivity 
permitted by modern farming methods. 

5. The heavy emphasis on defense leaves 
vast areas for extravagance in military spend- 
ing and breeds an artificially stimulated 
economy. 

What is to be done? 
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One purposeful advocate of the belief that 
inflation must be stopped is Senator Gordon 
Allott of Colorado. Speaking before the 
Rocky Mountain Electrical League in Colo- 
rado Springs on October 26, Senator Allott 
firmly rejected direct controls on prices and 
wages as a means of combating inflation and 
proposed, in way of a solution, a four-point 
policy approach: 

1. Balancing the federal budget. 

2. Following “wise and flexible monetary 
policies”; avoiding easy money. 

3. Encouraging sound labor-management 
agreements which maintain a “rough balance 
of economic power between employers and 
unions” and “with the government keeping 
hands off as much as possible.” 

4. Declaring an “anti-inflation objective” 
by Congressional adoption of an amendment 
to the Employment Act of 1946 in which the 
stable value of the dollar would be a stated 
goal along with full employment and maxi- 
mum production. 

Inflationary trends in the nation are not 
going to be quickly reversed. It will take 
very firm intentions and actions on the part 
of all thinking citizens to restore sound 
money-credit conditions. 


i. NEWSPAPER BROUGHT WORD the other 
day that evoked once more a line of thinking 
which recurs more often as we grow older. 
It has to do with the many startling reversals 
of medical dogma that confront the clinician 
who lingers long on 
the medical scene. The 
latest of these is the 
reported suspicion that 
white bread may 
emerge as the health seeker’s choice over 
whole-wheat because strontium-90 has affin- 
ity for the hull of the grain and is said to 
be gathering there in tiny but increasing 
amounts. 

This loosened a flood of memories and 
made us wonder just how many dogmas of 
our youth have been replaced or at least chal- 
lenged by diametrically opposite doctrines. 
Who could have imagined 30 years ago that 
the highly lauded “protective foods”—notably 
butter, cream and eggs—would eventually 
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be under suspicion as the possible source of 
gummy material to clog our arteries and pre- 
dispose to coronary thrombosis? 

We are old enough to have seen a double 
cycle of reversal in the surgical treatment of 
varicose veins from stripping to injections 
and back to stripping again. We recall that 
certain heretics have suggested refrigeration 
of the patient as preferable in the treatment 
of shock to the time-honored application of 
external heat. Furthermore, we vividly re- 
member the solemn admonitions of our clini- 
cal teachers that bleeding peptic ulcer re- 
quires complete deprivation of food; but then 
came Meulengracht with his bold advice to 
wipe away the blood from the patient’s lips 
with one hand and stuff food into his mouth 
with the other. 

Only yesterday the aging male was cau- 
tioned in summer against lawn-mowers and 
in winter against snow-shovels. Now, how- 
ever, the sprightly patriarch of cardiology, 
Dr. Paul D. White, is singing the praises of 
exercise to ward off heart attacks and urging 
the “senior citizen” to buy a bicycle. 

All this adds up to some confusion but 
makes the world a livelier place to live in. 
It also serves to remind us of some of the 
wisest words ever uttered by a student of 
disease—words that are never going to be 
challenged or reversed. The observer was 
Hippocrates and this is what he said: 

“Life is short—The Art is long—Opportu- 
nity is fleeting—Experiment is perilous—De- 


cision difficult.” R. P. Middleton 


A NEW, AND HERETOFORE UNSUSPECTED, gen- 
ius has appeared from out our midst. One 
of our senior colleagues believes that our pro- 
fession needs the guidance and confidence of 
one who knows all the answers to our frus- 
trations. He is now 
resting mostly on his 
laurels—both of them 
— spends hours medi- 
tating over the trou- 
bled world, but more especially troubled 
doctors. Letters have already reached him, 
and his words of wisdom are resounding 
through the portals of our editorial office. 
The services of Dr. Kindly Heart are yours 
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for the proposition. You will find the ques- 
tions and words of wisdom in the back pages 
of this Journal and, we hope, its future issues. 
Seek and ye shall find. Come forth with your 
questions, and the kindly doctor promises his 
counsel. Let’s lead him on, men. It ought to 
be good! 


— IN OcToBeER, the Council on Legisla- 
tive Activities of the American Medical Asso- 
ciation sponsored a conference in St. Louis. 
The A.M.A. Board of Trustees believed this 
conference so important that it requested at 
least three rep- 
resentatives 
from each con- 
stituent medi- 
cal association 
to be present. 
The purpose of this conference was to discuss 
the Forand Bill and the dire necessity of 
participation in political activity by physi- 
cians in their own communities and states. 

During the conference, a Governor and 
two members of the United States House of 
Representatives addressed the delegates of 
the medical associations. Each of these speak- 
ers admitted frankly and with pride that he 
was a professional politician. Each was en- 
thusiastic about his profession and the gov- 
ernmental office he held. Each speaker em- 
phasized the vital necessity of political activ- 
ity at the precinct level and stressed the 
importance of supporting, financially, the 
candidacy of those political nominees who 
endorsed the beliefs of the individual con- 
tributors to his campaign. 

Many important and interesting comments 
were noted by this writer during the confer- 
ence. In retrospect, the following seem worth 
repeating: There is in America today a group 
of citizens with honest intentions who believe 
that this country has progressed as far as 
possible under its system of free enterprise. 
These individuals, honest though they may 
be, falsely assume that further economic 
progress may be gained only through a strong 
central government. They are, therefore, 
committed to socialize many, if not all, seg- 
ments of our economy. This belief is, of 
course, false and hardly needs to be be- 


Freedom Will Be Lost 
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labored to members of the medical profes- 
sion. There is no doctrine of inevitability; 
the belief in such a doctrine assumes short- 
sightedness. Personal interest in all politica: 
affairs and team work may readily reverse 
present socialistic trends. No citizen or group 
of citizens will become effective and success- 
fully sponsor any ideal without becoming 
personally involved in politics at the precinct 
level. Politics is a fruitful and productive 
enterprise but requires a personal willingness 
to take a firm position on any issue. 
Physicians during recent years have been 
too content to lean upon and depend upon 
their medical associations to defeat or enact 
legislation relating to medicine. The causes 
of the medical profession will be advanced 
further, faster, and better if a “grass roots” 
development occurs among physicians to be- 
come better acquainted and more influential 
with their Congressmen. “Grass roots” is an 
effective tool of labor organizations, but 
many of the professions have ignored this 
most potent weapon. Every physician must 
become a lobbyist if he wishes to save his 
very existence. Physicians or any other group 
of citizens must first determine the political 
principles which they will favor and most 
enthusiastically promote them. They must 
determine whether they will espouse a con- 
tinuation of freedom and liberty for the 
American weople as typified by our free en- 
terprise system, or whether they wish to live 
under a strong centralized or federalized gov- 
ernment which will continue to grow and 
develop longer and longer tentacles of bu- 
reaucracy. After once determining their indi- 
vidual preference and the principles of gov- 
ernment that they endorse, citizens must 
oppose vigorously any actions or proposals, 
legislative or otherwise, that are in conflict 
with the basic principles they have accepted. 
Politics is an expensive business. It re- 
quires large financial backing to win election 
to any governmental office and it is particu- 
larly expensive to win election to Congress. 
Thus, those candidates who support the same 
principles of government as members of the 
medical profession must be supported finan- 
cially, not with just a few dollars, but with 
a contribution of $100 or more. Good govern- 
ment cannot be bought in the dime store or 
the bargain basement. Political contributions 
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to the candidate who supports the principles 
of freedom and free enterprise will help 
awaken our citizenry, which has a stake in 
America, to the real necessity of political 
activities. The profession of politics will be 
only as great a profession as the people who 
participate in it. During years gone by, poli- 
tics was called “a dirty game,” but it was so 
labeled only because of the people who be- 
came involved in it. L. R. Hegland* 


66 
I HAVE BUT ONE LAMP by which my feet are 
guided, and that is the lamp of experience; 
I know of no way of judging the future but 
by the past.”—Patrick Henry, American Lib- 
erty, March 23, 1775. 
This passage, deliv- 
ered in 1775 by Patrick 
Henry, can well be heed- 
ed today by us all. And, 
if this is true then we 
have no course but to rise from the state of 
chronic apathy which has been long with us. 
As individuals and as a group we must pre- 
sent to the public the true facts of the “For- 
and Bill”: 

Is federal compulsion the American way? 

Can the government legislate and buy re- 
lief from pain and suffering? 

The right to a physician and hospital of 
your choice only if they have signed an agree- 
ment with government, dictated by govern- 
ment? 

The destruction of existant and rapidly 
growing voluntary health plans and, there- 
fore, the destruction of private enterprise? 

The abandonment of a system of medical 
care which has brought the greatest benefits 
to the greatest numbers in favor of a system 
to reduce the whole to the level of the 
poorest? 

If the answer to the above questions—NO 
—is the one in which we believe, then it be- 
comes the duty of each physician to spread 
the facts as widely as he possibly can so that 
the public in general may see this matter in 
its true light. 

Ernest W. Mack, M.D., President, 
Nevada State Medical Association 


*Executive Secretary of the Montana Medical Association. 
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HypbRocorTISONE, fluorohydrocortisone, hydro- 
cortamate, prednisolone, triamcinolone and 
fluorometholone are among the C.,, steroids 
(hydrocortisone analogs) which are used as 
salts or in their free alcohol form in topical 
preparations for many dermatoses. There are 
now numerous preparations containing one 
of these agents, either alone or in combina- 
tion with antibiotics, tars, quinolines, sulfur, 
resorcin and nystatin. Topical ointments, 
creams and lotions containing these hydro- 
cortisone analogs are often effective amelio- 
rative agents for certain inflammatory der- 
matoses, particularly those due to allergic 
sensitization. When there is continued ex- 
posure or re-exposure to offending allergens, 
whether it be a contactant, inhalant or in- 
gestant, there may be little or no improve- 
ment or the improvement may be short- 
lived'. They have been properly designated 
“morbidistatic” rather than curative agents. 

It has been stated***, and the idea seems 
to prevail, that most of these agents are com- 
pletely harmless when employed topically. 
This may be the principal reason for their 
almost indiscriminant use for “skin rashes.” 
There have been reports of undesirable sys- 
temic effects and untoward local reactions 
to some of these topical corticosteroid prep- 
arations. Ointments and lotions containing 
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Pyodermas 
during use of topical C,, steroids 


Four Cast 


Mortimer S. Falk, M.D., Reno, Nevada 


0.1 to 0.25 per cent 9-a-fluorohydrocortisone 
can produce electrolyte imbalance. This is 
manifested clinically by weight gain due to 
water retention, decreased urinary output 
and occasional instances of edema. Labora- 
tory studies show elevation of serum sodium 
and depression of sodium excretion, de- 
pressed serum potassium, slightly elevated 
serum chlorides and depressed eosinophil 
counts. The degree of electrolyte imbalance 
appears to be related to the amount of flu- 
orohydrocortisone absorbed percutaneously. 
Thus, the concentration of the lotion or oint- 
ments, the frequency of application, how vig- 
orously it is rubbed in, the area of skin to 
which it is applied, the thickness of the skin, 
and the condition of the involved skin 
(greater absorption through acutely inflamed 
or denuded tissue) all influence the amount 
of absorption and the degree of possible con- 
sequent electrolyte imbalance®*’. Predniso- 
lone ointment may irritate some inflamed 
skins, causing aggravation of the dermatitis’. 
Although it is generally agreed that topical 
hydrocortisone preparations have not caused 
recognizable systemic effects, experimental 
studies with radioactively labeled hydrocor- 
tisone ointments indicate that there is some 
degree of absorption’. 

During the past few years, I have on sev- 
eral occasions observed various types of sec- 
ondary pyodermas develop in patients who 
were using topical C,, steroid preparations. 
About six months ago, I decided to keep rec- 
ord of succeeding patients in whom this phe- 
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nomenon was seen. The following are brief 
case histories of four such patients seen since 
then. 
CASE REPORTS 

Case 1: A 3l-year-old housewife had a recur- 
rent erythemato-vesicular eruption of her hands, 
somewhat worse on the right, since June, 1956. 
She had used various lotions, creams and soaks 
including a steroid-containing lotion prescribed by 
a physician in Arizona. The dermatitis improved 
temporarily for short periods but recurred con- 
sistently. While visiting in Idaho, she experienced 
a severe exacerbation of her eruption. She took 
the empty plastic container to a pharmacist who 
said he could identify it and gave her flourohydro- 
cortisone lotion (Alflurone T.M.) 0.1 per cent. She 
used the product several times daily for the next 
three days. During this time, pustules appeared 
on her hands and spread to the forearms. The 
involved parts became edematous and she devel- 
oped bilateral epitrochlear and axillary lympha- 
denitis. I was consulted when her eruption had 
reached this stage. From the history and appear- 
ance of the dermatitis, it appeared to be an allergic 
contact-type dermatitis now complicated by a 
secondary pyoderma. Initial treatment to arrest 
the infection consisted of sterile soaks and com- 
presses, as well as a systemic antibiotic. The sec- 
ondary pyoderma subsided rather promptly. 

Subsequently, patch tests were performed to 
the patient’s usual contactants. Positive reactions 
were obtained to the dye in citrus peel. 


Case 2: A 22-year-old married housewife and 
secretary who had recurrent episodes of derma- 
titis since childhood, was given a cream containing 
hydrocortisone 1 per cent, liquor carbonis deter- 
gens 2 per cent and diiodohydroxyquinolone 1 per 
cent (Cor-tar-quin T.M.) for a vesicular eruption 
involving her fingers. She experienced relief of 
the itching, and there was some improvement of 
the dermatitis within a few days. However, in 
about a week, postules appeared on several fingers 
and an acute pyogenic paronychia developed about 
the nail of the fourth finger of the right hand. 
She continued to apply the cream on the secon- 
darily infected area. When she was seen, the in- 
fection had spread over the hands and upper 
extremities with the concomitant development of 
regional lymphadenitis. The secondary infection 
responded to a systemically administered anti- 
bictic. However, one month later the paronychia 
reappeared on the same finger while she was 
using an ointment containing neomycin and hydro- 
cortisone. The infection was again brought under 
control with a systemically administered anti- 
biotic. 


Case 3: A 50-year-old male chef had experi- 
enced recurrent episodes of herpes’ simplex 
(grouped vesicles on an erythematous base) on 
the dorsum of his right hand for several years. 
The eruption caused some discomfort and incon- 
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venience in his work but usually subsided within 
a week or ten days with the use of sterile boric 
acid compresses and bandaging. After the reap- 
pearance of the eruption for the third or fourth 
time within a few months, he consulted a physi- 
cian who prescribed an ointment containing hydro- 
cortisone 1 per cent and iodochlorhydroxyquin 
3 per cent (Vioform Hydrocortisone T.M.). Within 
two days after commencing the use of this oint- 
ment, the involved area became more edematous 
and pustules appeared. An abrasion on the left 
hand subsequently became infected. With systemic 
antibiotics, hot compresses, and temporary dis- 
continuance of his work as a food handler, the 
infection was arrested. 


Case 4: A 26-year-old housewife, with lifelong 
recurrent atopic dermatitis, was given a topical 
steroid cream containing 0.1 per cent triamcinolone 
acetonide. She developed a follicular pustule on 
the dorsum of her right hand about 24 hours after 
commencing the application of the cream but con- 
tinued to use it. Within the next two days pustular 
and impetiginous lesions developed over her arms, 
neck and face corresponding to the areas where 
the medication had been applied. She developed a 
low grade fever, 100.6° F., and constitutional 
symptoms which prompted her to report the re- 
action. The pyoderma was controlled with a sys- 
temically administered antibiotic (erythromycin). 


Comment 


The association of secondary pyodermas 
with the use of topical corticosteroids was 
anticipated from the time they were first 
used, hence the inclusion of antibiotics and 
other antimicrobial agents in their formula- 
tions. In my experience, illustrated by the 
four case histories presented, the inclusion 
of these agents cannot always be depended 
upon to prevent the onset or spread of such 
infections. 

Although the mechanism of action is still 
a matter of speculation and some controversy, 
it is a fact that these hormones exert a sup- 
pressive effect on tissue inflammation. Thus, 
the organisms’ capacity for defense by the 
migration of inflammatory cells and phago- 
cytosis is to some extent inhibited. In the 
vast majority of instances, this effect does 
not break down the defenses sufficiently for 
infection to take hold or spread. Undoubtedly, 
the inclusion of antimicrobial agents inhibits 
many pyodermas. However, just as topically 
applied antibiotics are not always effective 
in treating bacterial skin infections, when 
they are combined with the corticosteroids 
they cannot be assumed to be completely 
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dependable as preventatives for superimposed 
pyodermas. 

Many dermatoses for which corticoste- 
roids are prescribed tend to become secon- 
darily infected. For example, atopic or gen- 
eralized neurodermatitis is prone to develop 
infectious folliculitis and furunculoses, con- 
tact dermatitis may develop pustular and 
impetiginous lesions, eczemas of the hands 
and feet, of various etiologies, not uncom- 
monly become infected with pustular, ec- 
thymatous or erysipelas-like involvement. By 
controlling the primary inflammatory proc- 
ess, the corticosteroids may prevent the onset 
of secondary infections. However, as illus- 
trated in the case histories presented, occa- 
sional instances of secondary pyodermas oc- 
cur coincidentally with their use. 

The purpose of this communication is to 
point out that not only must the physician 
realize the limitations of topical corticoste- 
roid preparations, but he should also be cog- 
nizant of possible undesirable effects from 


some of them (fluorohydrocortisone and 
prednisolone) and of the possible concomitant 
occurrence of secondary pyodermas. The ad- 
visability of allowing indiscriminate refilling 
of these prescriptions for the patient or for 
“a friend who has the same kind of rash” is 
questionable. ® 
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Early rehabilitation 


for maxillofacial defects’ 


All human beings wish to be within 
normal limits structurally—socially 
acceptable. We must be ever aware 
of this fact when performing surgery 
on exposed parts of the body. 


ONE OF MAN’S BASIC NEEDS is that of being 
acceptable in his environment, whether this 
be socio-economic or his physical and cos- 
metic appearance. The latter will be our con- 


*Presented at the 24th Midwinter Clinical Session, Colorado 
State Medical Society, February 20, 1959. 
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sideration here. When it becomes necessary 
to remove an anatomic part by reason of 
traumatic deformity or in separating a dis- 
eased portion of the body from the normal, 
the physician will be faced with reconstruc- 
tion and rehabilitation of the patient. Re- 
habilitation may be defined as restoration of 
function and appearance to as nearly normal 
as possible. 

In management of mouth cancer, facial 
or cervical neoplasms, treatment must be in- 
dividualized. This will depend upon the phi- 
losophy of the surgeon and patient, and we 
must consider the responsiveness of the in- 
dividual tumor to the mode of treatment. 
Whatever the treatment may be—surgery or 
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irradiation—in an era of radical and super- operation and treatment are outlined prior 
radical operation for cancer, we impose re- to surgery and irradiation, this doesn’t nec- 
strictions and dysfunction to their social essarily mean that the patient accepts cleft 
acceptedness. Therefore, it is mandatory that palate speech or his inability to have pain- 
those who care for such patients are able 
and willing to restore impaired function and 
acceptable appearance whenever possible. 
The first example is a 61-year-old male 
salesman with a lesion in the posterior por- 
tion of the palate, first noted upon routine 
physical and intra-oral examination. Clinical 
impression was carcinoma of the hard palate 
and alveolar ridge, confirmed by microscopic 
diagnosis. There was no obvious metastasis. 
After consultation from the roentgen thera- 
pist a course of treatment was outlined. In 
this particular instance, both operative sur- 
gery followed by x-irradiation was employed 
(Fig. 1). 


This patient was operated through intra- 
oral approach after ligation of the external 
carotid artery on that side. A portion of the 
maxilla, hard and soft palate, and alveolar 
ridge were removed (Figs. 2 and 3). After 
the intra-oral wound had primarily healed, 
the patient was submitted for irradiation and 
a total of 8000r were given to the area. Over 
a period of time there was subsequent se- 
questration, drainage and mucopurulent dis- 
charge and extensive mucositis of this area. 
This created a communication between the 
nose and the maxillary sinus, which imposes 
great restriction on eating, chewing and 
speech. Even though consequences of such an 
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less deglutition. In this instance, we did not 
wait until the immediate x-ray reaction had 
subsided, but rather than wait for six months 
or a year until the re-activity lessened, mod- 
els were made of the intra-oral defect. 

An obturator appliance was constructed 
to close the surgical and irradiation defect 
(Fig. 4). Types of appliances and obturators, 
of course, are adapted to individual problems. 
If no palate exists, a large obturator flange is 
constructed on the prosthetic appliance in an 
effort to close the palate and separate the 
nose and throat. These appliances are like 
prosthetic appliances for limbs, in that they 
must be changed as the tissues adapt over a 
period of weeks and months. A prosthesis 
such as this is constructed by a dentist with 
special knowledge and training for rehabili- 
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tation of these patients. 

The next problem, too, involves a bony 
loss of the lower third of the face. This 31- 
year-old man noted an intra-oral sore which 
involved two teeth and swelling of the body 
of the mandible (Fig. 5). 

Biopsy and microscopic examination dem- 
onstrated osteogenic sarcoma of the man- 
dible. Realizing that this is not an x-ray 
responsive lesion, a hemi-mandibulectomy 
was carried out with a unilateral supra-hyoid 
neck dissection (Fig. 6). Nasogastric tube 
was placed for feeding and tracheostomy was 
done. The tracheostomy tube was removed 
on the fourth pestoperative day and the naso- 
gastric feeding tube at the end of one week, 
the patient being able to maintain his caloric 
intake orally. 

There are physicians who treat neoplastic 
processes of the face, mouth, and jaws who 
will not be in agreement with treatment in 
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this case. However, when primary wounds 
are healed and the patient has regained posi- 
tive nitrogen balance with no _ obvious 
evidence of local or distant metastases, an 
attempt to restore function and cosmetic 
appearance should be made. Prior to recon- 
struction of the mandibular defect, an intra- 
oral appliance is made. It resembles a partial 
denture with a flange of acrylic or plastic 
material projected laterally to hold the cheek 
in a stretched position, creating laxity of 
these tissues to make them more receptive 
for a bone graft in this restricted area. 

In this instance, three months after the 
primary operation, a full thickness iliac bone 
graft was inserted to re-contour the subtotal 
loss of the mandible. This was secured by 
means of wires at the symphysis and one 
wire suture at the condylar head near the 
glenoid fossa on the right side. (Figs. 7 
and 8). 


Both patients discussed here resumed 
their livelihood a few weeks after operation, 
which demonstrated the benefit of early re- 
habilitation following loss of anatomonic 
structures. The first patient operates a busi- 
ness in which his speech plays an important 
part in his communication and his livelihood. 
A well adapted prosthesis has maintained 
acceptable speech. In the second case, the 
facial contour does not appear as deformed 
as it did prior to restoration of the bony loss, 
and the patient has a functioning mandible. 

In conclusion, when we perform radical 
curative surgery or irradiation, we restore 
the patients to as near normal function and 
as acceptable appearance as reconstructive 
measures will permit. Prosthetic appliances 
are often helpful both functionally and cos- 
metically. If they cannot be cured, we may 
help them more gracefully toward a less dis- 
tressing termination. ® 


Causes and prevention 
of premature infant deaths” 


_ A ten-year study 


E. Stewart Taylor, M.D., and Louise C. Walker, M.D., Denver 


Early hospitalization of mothers with 
obstetric complications, plus expert 
pediatric care, are essential in prevention 
of prematurity and its associated 


higher perinatal mortality. 


THIS PAPER IS A REVIEW OF OUR EXPERIENCE with 
premature infants born on the obstetrical 


*From the Department of Obstetrics and Gynecology, Uni- 
versity of Colorado School of Medicine, Denver, Colorado. 
Dr. Taylor is Professor and head of the Department of Ob- 
stetrics and Gynecology. Presented at the Colorado State 
Medical Society’s Midwinter Clinics, February 18, 1959. 
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service of the Colorado General Hospital from 
July 1, 1947, through June 30, 1957. During 
the past 10 years special emphasis has been 
given to the obstetrical and pediatric aspects 
of prematurity. The physicians and nurses 
caring for premature infants have a special 
interest in this problem and have each had 
special training in the care of premature in- 
fants. 

In 1947, the Children’s Bureau of the 
Department of Health, Welfare, and Educa- 
tion, in cooperation with the Colorado De- 
partment of Public Health and the University 
of Colorado Medical Center, established the 
Premature Infant Center. The Premature 
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Infant Center has been a teaching, demon- 
stration, and service unit in the care of pre- 
mature infants for physicians and nurses. 
All premature infants born in the Colorado 
General Hospital are cared for in the Pre- 
mature Infant Center. Other premature in- 
fants are referred to the Premature Infant 
Center by physicians outside Colorado Gen- 
eral Hospital but these infants are not the 
subject of this report. 

In 1950, the Children’s Bureau sponsored 
a continuing project within the Department 
of Obstetrics and Gynecology which hoped 
to aid in the prevention of premature de- 
livery. It was realized that the problem of 
prematurity could only reach ultimate solu- 
tion through prevention. It was also recog- 
nized that the longest field of prevention 
existed among those patients with obstetrical 
or medical complications and that progress 
in prevention of prematurity had to be 
through control or prevention of medical and 
obstetrical complications preceding delivery. 

The most important aspect in the pre- 
vention of premature delivery has been pre- 
natal care and early and prolonged hospital- 
ization of patients with complications of 
pregnancy such as toxemia, twins, placenta 
previa, and maternal infections. We have not 
felt that hormones or drugs have any value 
in the prevention of premature delivery. 
During the past two years we have recog- 
nized some patients with habitual premature 
delivery secondary to an incompetent in- 
ternal cervical os and have surgically closed 
the cervix during gestation. The surgical ap- 
proach holds some promise of preventing 
premature delivery in selected patients. Twin 
gestations have been lengthened we feel by 
hospitalization of the mother from the 32nd 
to the 38th week. Toxemia patients are hos- 
pitalized according to established obstetrical 
principles, as are potential placenta previa 
patients. The reduction in uterine circulation 
that accompanies twins, toxemia, hemor- 
rhage, or maternal infection can best be 
managed by hospitalization and bed rest’, 
Uterine irritability is common with twins, 
toxemia, and maternal infections. Specific 
therapy for the maternal infection, and bed 
rest to improve uterine circulation, or at least 
make all the circulation possible available to 
the pregnant uterus under conditions that 
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may lead to prematurity is most desirable. 
From clinical observation, and by investiga- 
tion with laboratory technics we have con- 
cluded that premature delivery is frequently 
accompanied by uterine hyperirritability for 
several weeks before delivery’. When prema- 
ture delivery is associated with maternal 
infection or toxemia there is usually a re- 
duction in uterine circulation accompanying 
the uterine irritability*. 

The prenatal and delivery care given the 
majority of patients of this report was ac- 
cording to accepted standards for prenatal 
care and delivery. Some of the patients did 
not receive prenatal care or were referred to 
the hospital because of their complication. 
Minimal to no analgesia for premature de- 
livery is our general rule and local or regional 
anesthesia was used. General anesthesia is 
not used for premature delivery in our hos- 
pital. 


Method of study 


All prematurely born infants have been 
separated into two large groups (Tables 1, 
2, and 3). One group consists of those infants 
weighing between 1000 and 2500 grams at 
birth whose mothers had no complications of 
pregnancy other than premature delivery. 
The infants in the first group were born from 
a vertex position. Premature rupture of the 
membranes was not considered a complica- 
tion. The second group of premature infants 
was born of mothers who had medical or 
obstetrical complications. 

All perinatal deaths among premature in- 
fants were studied in relation to the obstetri- 
cal history. Autopsies were performed in 90 
per cent of the premature infants that did 
not survive. Each perinatal premature death 
has been studied in relation to cause of death 
and in relation to possible factors of prevent- 
ability. 


Neonatal and perinatal death rates 


Among 1,425 live and stillborn infants 
born at the Colorado General Hospital weigh- 
ing between 1000 and 2500 grams, the peri- 
natal mortality was 15 per cent. The inci- 
dence of premature delivery was 13 per cent 
of all births over 1000 grams. For purposes 
of definition 2500 grams or over was con- 
sidered a term fetus. The neonatal mortality 
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TABLE 1 


Premature mortality 1000 to 2500 grams divided into complicated and 
uncomplicated pregnancies. Colorado General Hospital 1947-1957 


Uncompli- Compli- 
cated cated 


Total Per cent Per cent Casesof Cases of 

Weight Groups Cases Neonatal Neonatal Fetal Perinatal Perinatal Total Perinatal Perinatal 

in Grams Liveborn Deaths Mortality Deaths Loss Loss Infants Loss Loss 
1000 to 1500 ............ 108 55 51 % 34 89 63% 142 

Uncomplicated ... 35 13 37 % 10 23 51% 45 23 

Complicated ........ 73 42 58 % 24 66 68% 97 66 
1500 to 2000 ............ 271 42 15.5% 22 64 22% 293 

Uncomplicated ... 101 10 10 % a 14 13% 105 14 

Complicated ........ 170 32 19 % 18 50 27% 188 50 
2000 to 2500 ............ 958 34 3.5% 32 66 7% 990 

Uncomplicated ... 627 10 1.6% 8 18 2.8% 635 18 

Complicated ........ 331 24 7 % 24 48 13.5% 355 48 
1337 131 9.8% 88 219 15% 1425 55 164 
Uncomplicated cases ........ 785 Perinatal deaths ................ 55 7% 
Complicated cases ............ 640 Perinatal deaths ................ 164 26% 

TABLE 2 


Distribution of complicated cases and premature neonatal results, Colorado General 
Hospital, 1947 to 1957 


1000-1500 grams 1500-2000 grams 2000-2500 grams Total 

Complications Lived Died Lived Died Lived Died Lived Died 
0 0 1 1 0 0 1 1 
Placenta Previa 3 4 7 4 11 1 21 9 
Placenta Abruptio ...... 5 1 9 2 10 0 24 3 
1 4 7 a 13 2 21 10 
3 10 45 3 45 1 93 14 
3 6 6 1 15 0 24 7 
Prem. rupt. memb. with infection —...................... 1 1 0 2 0 0 1 3 
Rheumatic Heart Disease in failure.................... 0 0 3 0 9 0 12 0 
0 0 0 1 0 2 0 3 
2 0 3 1 12 3 17 
0 0 3 0 8 0 1l 0 
0 0 0 0 3 0 3 .0 
0 2 0 1 1 2 1 5 
0 1 1 0 0 0 1 1 
Abmormal presentation .....................--.-.......<.-...... 3 3 9 4 49 4 61 1l 
1 3 1 0 4 0 6 3 
Acute maternal infections —.....000000000000000e eee 0 0 5 3 14 1 19 4 
2 0 2 1 2 2 16 3 

Total patients with complications —.................. 31 42 138 32 307 24 476 98 

Uncomplicated pregnancies ..........00.0002000020.....-.. 22 13 91 10 617 10 730 33 
Complicated live births......574 Neonatal deaths ................. 98 17 % 
Uncomplicated live births..763 Neonatal deaths .................. 33 4.3% 
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TABLE 3 


Statistical significance of differences in outcome of births following complicated and 
uncomplicated pregnancies* 


Comparison Differ- Statistical Significance 
of Outcome Rate ence of Differences 
Birth Weight as Related to Per Between Not Highly 
Grams Type of Pregnancy Cent Rates Significant Significant Significant 

Total Fetal Loss Complicated ............ 26% 19 + 
Uncomplicated ........ 7% 

Neonatal Mortality Complicated ............ 17% 12.7 ae 
Uncomplicated ........ 4.3% 

1000 to 1500 Fetal Loss Complicated ...........: 68% 17 + 
Uncomplicated ........ 51% 

Neonatal Mortality Complicated ............ 58% 21 + 
Uncomplicated ........ 37% 

1500 to 2000 Fetal Loss Complicated ............ 27% 14 + 
Uncomplicated ........ 13% 

Neonatal Mortality Complicated ............ 19% 9 + 
Uncomplicated ........ 10% 

2000 to 2500 Fetal Loss Complicated ............ 13.5% 10.7 + 
Uncomplicated ........ 2.8% 

Neonatal Mortality Complicated ............ 7.2% 5.6 + 
Uncomplicated ........ 1.6% 


*Calculation of rates available from authors. 


of premature infants (1000-2500 grams) was 
9.8 per cent for the 10-year period. As shown 
in Table 4, the mortality rate is directly 
related to birth weight. The neonatal death 
rate among infants from complicated preg- 
nancies and deliveries was 17 per cent, as 
compared to 4.3 per cent for the uncompli- 
cated premature delivery. 


Over the 10-year period the perinatal in- 
fant mortality has varied from 19 to 11 per 
cent of the premature infants born weighing 
from 1000 to 2500 grams. Chart 1 shows the 
perinatal premature infant mortality associ- 
ated with complicated and uncomplicated 
pregnancies. While the mortality rate fluctu- 
ates some from year to year, one can see from 


TABLE 4 
Distribution of premature live births by weight groups and neonatal mortality rate 

1947-1957 
Number of Per cent of Per cent of Number of Per cent 
Birth weight Cases Distribution Distribution Neonatal Neonatal 
Grams Liveborn (Ten Yrs.) 1949 Deaths Mortality 
fA 958 67.7% 60% 34 3.5% 
271 19.1% 21% 42 15.5% 
i 108 7.6% 12% 55 51.0% 
Lo tee 1,416 100 % 100% 205 14.5% 

*If those under 1000 grams are not included, the tal death rate is 9.8 per cent. 
for January, 1960 45 


PREMATURE INFANT PERINATAL MORTALITY 
(1000-2500 Grams) 


Chart 1. Premature infant perinatal mortal- 
ity (1000-2500 grams) associated with com- 
plicated and uncomplicated pregnancies. 
The death rate remains fairly constant over 
the 10-year period. 


inspection of the graph that the death rates 
remain fairly constant (Chart 1). 


Causes of death of premature infants 


There were 219 perinatal deaths among 
premature infants. One hundred and ninety- 
seven had autopsy examinations. Twenty per 
cent of the infants who died, died from 
anoxia, secondary to serious obstetrical com- 
plications such as placenta previa, abruptio 
placenta, prolapsed cord and other compli- 
cations of labor. In 18 per cent of perinatal 
premature infant deaths, no anatomical cause 
for death could be found. The majority of 
this group were macerated infants. Birth in- 
jury accounted for 9.6 per cent of the pre- 
mature infant deaths, while congenital ab- 
normalities accounted for another 7.8 per 
cent. The largest group (29 per cent) fell into 
the class designated as abnormal pulmonary 
ventilation which includes hyaline membrane 
disease. Infection caused 11 per cent of the 
infant deaths, and erythroblastosis accounted 
for 5 per cent of fetal losses. 


TABLE 5 
Causes of perinatal mortality 


Cause of Death 


Fetal Neonatal Total 
Per cent Deaths Deaths Deaths 


B. Cord 4 1 5 

C. Maternal complications 1 3 4 

of Yabor 5 4 9 

= A. Without maternal disease 0 2 2 

o B. With toxemia 3 0 3 

a A. Trauma 0 2 2 

Abnormal pulmonary ventilation —....02.0.2.0220..0.22.....:ccccceeceeseeeseeeeeeeeee 28.6 3 60 63 

B. Atelectasis .......... 3 20 23 

Erythroblastosis 5 6 5 1l 

Totals 100 88 131 219 
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Factors of preventability 


Our obstetricians, pediatricians, and pa- 
thologists study each premature infant death 
in an effort to discover its cause and possible 
preventable factors. Seventy-two per cent of 
the premature infant deaths were judged 
non-preventable in light of present day 
knowledge. Twenty-two per cent of the 
deaths seemed preventable after all facts 
were considered. Most of the preventable 
deaths might have been prevented by better 
or different obstetrical care. Theoretically, 
by elimination of all physician and patient 
errors, the perinatal premature infant mor- 
tality could be reduced to 12 per cent but 
little more. Further reduction in premature 
infant mortality must await the virtual elim- 
ination of complicating obstetrical pathology. 


Discussion 


It has been necessary to maintain the 
highest possible standards of obstetrical and 
pediatric care to maintain the levels of pre- 
mature infant survival we now have. The 
Colorado General Hospital is a referral center 
for complicated obstetrical problems which 
by their nature have a high incidence of 
associated prematurity. The experience re- 
ported in this paper shows that there is a 
fourfold increase in premature perinatal in- 
fant mortality when the pregnancy is compli- 
cated by maternal disease or obstetrical com- 
plications. The best way to improve the 
premature problem is to eliminate obstetrical 
pathology and complicating maternal disease. 
Premature delivery when uncomplicated by 


disease of the mother or traumatic delivery 
had but a 7 per cent perinatal loss. 

The incidence of premature delivery is 
higher in a public institution for the care of 
the medically indigent and the semi-indigent 
than it is under conditions of private practice. 
The incidence of prematurity is less than 5 
per cent in most private institutions. An 
incidence of 13 per cent as we have had for 
the past 10 years reflects two things about 
our clinical material: first, it comes from 
the lower economic groups and, second, there 
is a high incidence of obstetrical pathology 
in our clinical material. Any report on the 
incidence or mortality rates of premature 
infants must consider the proportion of patho- 
logic obstetrics to normal obstetrics that the 
report represents. Our uncomplicated ob- 
stetrics in 10 years yielded a perinatal pre- 
mature death rate of only 7 per cent among 
785 premature births. Our 640 premature 
infants from pathologic obstetric problems 
had a perinatal mortality of 26 per cent, al- 
most four times higher than in those infants 
born when simple premature delivery was 
the only abnormality. Comparison of peri- 
natal mortality rates between one institution 
and the other is only valid if the type of 
clinical material in one institution compares 
favorably with the clinical material in an- 
other. If a reporting institution has a low 
incidence of prematurity and mostly private 
patients, the perinatal premature infant mor- 
tality will be 7 per cent or less. If the report- 
ing institution serves mostly the medically 
indigent and acts as a referral center for com- 


TABLE 6 
Preventability 
Fetal Neonatal Total +4 

Cause of Death Per cent Deaths Deaths Deaths 
Nonpreventable .............-................- 72 68 90 158 
13 9 19 28 
3 0 6 6 
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plicated obstetrics the premature perinatal 
infant mortality will be considerably higher 
than 7 per cent. 

Our survival rates for premature infants 
born weighing 1500-2500 grams has been as 
high as those of other institutions as repub- 
lished by Dunham. Other institutions have 
reported better survival rates among the 
smaller premature infants than our institu- 
tion has been able to achieve’. 

Forty-five per cent of our premature in- 
fants come from complicated obstetrical pa- 
tients. This compares to 28 per cent prema- 
ture infants from complicated obstetrics that 
we reported in 1949°. In a previous report 
from this institution the premature infant 
perinatal death rate for premature infants 
born from complicated obstetrical patients 
was 37 per cent. Over the past 10 years this 
perinatal death rate has been reduced to 26 
per cent. This represents a 30 per cent im- 
provement in salvage rate of premature in- 
fants born from complicated pregnancies dur- 
ing the past 10 years. 

The premature infants from uncomplicat- 
ed deliveries had a 7 per cent perinatal mor- 
tality which is similar to that 10 years ago 
(8 per cent). It is our opinion that early and 
prolonged hospitalization of mothers with 
obstetrical complications and the excellent 
pediatric and nursery staff of the Premature 
Infant Center nursery has been responsible 
for the improved salvage of premature in- 
fants born of mothers with obstetrical and 
medical disease. One example of the benefits 
of prolonged hospitalization of the pregnant 
mother with a complication of pregnancy is 
our experience with multiple pregnancy. 
During the past five years we have had 72 
patients on the service with a twin preg- 
nancy. Twenty-five of these patients were 
hospitalized in order to prevent early de- 
livery of immature infants. They were kept 
in the hospital from one to four weeks from 
the 32nd to the 38th week of gestation. In 
the group of twin pregnancies all infants sur- 
vived and there were but four infants that 
weighed less than 2000 grams at birth. It is 
more satisfactory to care for the pregnant 
mother in the hospital before delivery than 
to care for the immature infants in the 
nursery. 

There has been a gradual shift of pre- 
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mature infants to the larger birth weight 
groups in our institution since our 1949 report 
(Table 4)°. This shift may be because of our 
program of putting patients in the hospital 
early who are potential mothers of premature 
infants. 


Summary 


Ten years’ experience with the delivery 
and care of premature infants at the Colo- 
rado General Hospital is given. There was a 
13 per cent incidence of premature delivery 
during this period for a total of 1,425 pre- 
mature births. The perinatal premature in- 
fant mortality (1000-2500 grams) was 15 per 
cent. Pathological pregnancy or delivery was 
associated with a 26 per cent perinatal pre- 
mature infant death rate, while premature 
delivery accompanied by uncomplicated preg- 
nancy and vertex delivery was associated 
with a 7 per cent perinatal infant death rate. 
In studying the causes of premature infant 
deaths, it becomes apparent that about one- 
fifth of these deaths can reasonably be ex- 
pected to be prevented with present medical 
knowledge and skills. Medical indigency and 
obstetrical pathology are the main problems 
that need to be solved before there can be 
material reduction in existing premature in- 
fant death rates. Detailed attention to obstet- 
rical pathology with early and prolonged 
hospitalization of patients with complicating 
obstetrical disease, followed by expert pedi- 
atric and nursing care, has reduced premature 
perinatal infant mortality in complicated ob- 
stetrics 30 per cent. 


Conclusions 


1. The incidence of premature infant de- 
livery at the Colorado General Hospital from 
July 1, 1947, to July 1, 1957, was 13 per cent. 

2. The perinatal premature infant mortal- 
ity was 15 per cent during this period. 

3. The perinatal premature infant mortal- 
ity rate for complicated obstetrical problems 
was 26 per cent. 

4. The perinatal premature infant mortal- 
ity rate for uncomplicated vertex delivery 
of a premature infant was 7 per cent. 

5. The neonatal premature infant (1000- 
2500 grams) mortality was 9.8 per cent. 

6. The neonatal premature infant death 
rate from uncomplicated pregnancies was 4.3 
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per cent, while the corresponding rate for 
infants of complicated pregnancies was 17 
per cent. 

7. Medical indigency and obstetrical dis- 
ease are factors that contribute most signifi- 
cantly to the incidence of prematurity and 
to its associated perinatal mortality. 

8. Prolonged and early hospitalization of 
patients with obstetrical complications and 
maternal disease and expert pediatric and 
nursing care have been associated with a 30 
per cent decline in premature infant peri- 
natal mortality in infants born of mothers 
having obstetrical complications. * 
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What does the 


surgically anesthetized patient hear?” 


THE SURGICALLY ANESTHETIZED PATIENT is tuned 
in to all meaningful sounds and is able to 
recall frightening conversation heard in the 
operating room. Not only is this fact of great 
medicolegal significance, but it is important 
from the standpoint of understanding physio- 
logical behavior of the patient during and 
after surgery. Careless conversation can be 
the cause of such untoward reactions as re- 
spiratory arrest and shifts from deeper to 
more superficial planes of anesthesia. On the 


*Presented at the 81st Annual Meeting of the Montana Medical 
Association, Butte, Montana, September 17-19, 1959. 
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other hand, the anesthesiologist and the sur- 
geon may help the patient by giving direct, 
positive suggestions, or by speaking optimis- 
tically about the progress of surgery and the 
prognosis. 

Auditory stimuli during unconscious states 
are perceived and stored at levels of aware- 
ness so deep that they cannot be reached by 
ordinary conversational technics of hypnosis. 
Bramwell’ was unsuccessful in his efforts to 
obtain recall with previously anesthetized 
patients. I had tried unsuccessfully to do so 
during 10 years and had concluded that the 
human mind was unable to perceive or re- 
member anything at levels of chemical an- 
esthesia commonly employed. Milton Erick- 
son has been able to lead hypnotized subjects 
into recalling surgical experiences during 
very deep trance states. He has taught his 
students of hypnosis‘ that such memory does 
occur. Leslie M. LeCron has also found that 
the unconscious mind can hear meaningful 
sounds during surgical anesthesia. The his- 
tory and development of the technic for ob- 
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taining repressed material has been described 
in detail elsewhere*. It depends on the prin- 
ciple first utilized by Erickson, about 1929, 
that the hypnotized subject must be trained 
over a long period of time in order to speak 
without shifting from a deep to a more nearly 
conscious level. In contrast to this, the hypno- 
tized subject can signal with muscle move- 
ments without altering the depth of hypnosis. 
It is, therefore, possible to reach memories 
stored in deep strata of awareness by using 
unconscious muscle movements. “Yes” and 
“no” answers could be obtained by observing 
a nod or a shake of the head, but Erickson 
found that even deeper levels could be 
reached by having the subject move a hand 
or a finger. LeCron® added the use of the 
Chevreul pendulum, which simply magnifies 
ideomotor responses of the hand holding the 
end of a chain swinging a light weight. The 
pendulum can be used with a normally awake 
subject, and preliminary questioning can 
therefore be done without a formal induction 
into hypnosis. 

It is noteworthy, however, that the inter- 
est of the subject during questioning will 
rapidly focus upon the questions and answers 
derived from his subconscious mind. The sub- 
ject will usually drift into a hypnotic state 
during questioning. This mechanism is iden- 
tical with the method first used by Freud 
during his break away from formal hypnosis 
into what he called “free association.” Freud 
was using a technic he had seen used by 
Bernheim*. Patients not previously experi- 
enced with hypnosis will enter a light hyp- 
notic state during such questioning. Freud 
apparently did not recognize this phenome- 
non. He stated that by this method he was 
able to lead a patient into releasing repressed 
material without hypnosis. 

In October, 1957, while asking a physician 
at a hypnosis symposium to recall his atti- 
tudes toward appendicitis, I was accidentally 
able to help the subject recall two verbatim 
statements made by the surgeon. This was 
only a rediscovery of what Erickson and Le- 
Cron had both been able to do much earlier. 
Relieved from the handicap of disbelief, I 
have found it possible to study the recollec- 
tions of 212 operative experiences. It has be- 
come clear that such memories are not the 
result of fabrication to please the expecta- 
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tions of the hypnotist. Details are recalled 
only when the spoken words have been 
frightening, or have relieved anxiety related 
to the surgical experience. These details, 
however, have been timed in relation to in- 
duction of anesthestic, beginning of the in- 
cision and final closure. It has been found 
that the position of the speaker, the inflection 
of voice when it denotes anger, worry, or 
confidence have all been noted and remem- 
bered. It has been found that there are physi- 
ological reflections of pulse rate, respiration, 
and muscle tension in accordance with the 
emotional impact of the words. One patient*® 
suffered repeated episodes of respiratory ar- 
rest, literally holding her breath, at the mo- 
ment the surgeon was examining the patho- 
logical organ. She had not told the first sur- 
geon about her unconscious identification 
with a relative who had died of cancer. Can- 
cer had not been discussed before the re- 
moval of her breast lump at the age of 18. 
Four years later, at the time of exploration, 
she stopped breathing again as the surgeon 
was examining the twisted dermoid cyst. 
Two subsequent gynecological operations 
were complicated by her resistance to going 
down with a general anesthetic. She had be- 
lieved herself suffering from cancer each 
time, but was unable to verbalize her fears 
with the surgeon. 


Physician recalls own appendectomy 

A physician at a hypnosis symposium in 
Banff (July, 1959) volunteered to explore 
his appendectomy at the age of 11. He burst 
into tears as he suddenly recognized that the 
first meaningful statement made him recog- 
nize that his father was, as he stated it later, 
“fallible.” He had not known before the oper- 
ation that his father would be the anesthetist. 
He had not known until the hypnotic reliving 
of the experience that his father had given 
him the anesthetic. His first recall was the 
remark in an unpleasant tone of voice made 
by the surgeon at the right side of the table, 
“Tt’s taking a long time to get him down.” 

Another subject, a private patient, was 
tearfully angry as she discovered that the 
female physician on the left of the table was 
invited by the presumed surgeon to move 
around to the other side of the table and to 
perform the operation on her ovarian cyst. 
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Another patient became angry when she re- 
alized that two visiting navy surgeons were 
invited in to witness her operation. She felt 
that this was an invasion of her privacy, and 
she took a great dislike to her surgeon with- 
out knowing consciously her reason. 

Another patient behaved very unkindly 
toward the entire hospital staff following sur- 
gery for endometrial cancer. On reliving her 
operative experience nine years later, she 
found that this hostility resulted from the 
fact that although the surgeon had discussed 
the gravity of the cancer while she was an- 
esthetized, he had lied to her when she asked 
the question, “Do I have cancer?” at his first 
postoperative visit. It was her belief that, in 
this instance, it had been beneficial for the 
surgeon to deny the truth. His words at the 
operating table, “It will be lucky if we pull 
her through this one,” were so pessimistic 
and her faith in his judgment so great that 
she felt it was good for her to be denied the 
truth. She believed her subconscious anger 
gave her the fighting chance to achieve a 
cure, whereas she might have otherwise given 
up the struggle. This is the ‘only instance in 
my 17 years of using hypnosis where a pa- 
tient has believed that a lie in denying knowl- 
edge of cancer has been beneficial. I have 
never found a patient who has failed to see 
through a physician’s effort to sidestep the 
truth. The subconscious mind of a frightened 
patient is keenly tuned to all the nuances of 
voice and facial expression which are not in 
accordance with the spoken words. When can- 
cer is feared and the subconscious realizes 
that the minimal cues do not back up the 
spoken denial of cancer, there is only one 
conclusion drawn by the subconscious mind. 
“The physician has no hope for my cure or 
he would talk openly about this illness.” 


How light can an effective 
chemical anesthetic be? 


One patient underwent an appendectomy 
with open-drop ether and pulled her head 
out of the mask to agree to the surgeon’s re- 
mark that this was a good anesthetic*®. An- 
other patient underwent a cesarean section 
and closure of the wound* with nothing more 
than the oxygen coming through the mask 
which had been placed while the abdomen 
was being prepared. Another patient under- 
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went incision through the peritoneum and 
through the uterus for cesarean section with 
presumed pentothal anesthesia. The surgeon, 
Joe Brancamp* of Butte, Montana, had in- 
filtrated the skin and fascia with novocain. 
He had signalled for the anesthetist to start 
the intravenous pentothal, but the anesthetist 
had missed the communication until the baby 
had been removed from the uterus. In this, 
as with the other cases, the expectancy that 
there would be no pain was responsible for 
the result. It is further probable that the pre- 
operative aura of fear tends to promote a 
hypnoidal state in which pain tolerance is 
naturally elevated. It is well known that a 
boxer can suffer severe injury during a 
match without feeling pain, that the injuries 
of an automobile accident are painless at 
first. It is clear from investigations which 
will be subsequently reported, that human 
beings escape into hypnotic states when jolted 
or greatly frightened. 


What is the greatest depth of chemical 
anesthesia at which the brain can 
continue hearing? 

From the evidence so far available, it 
seems true that the hearing sense is main- 
tained to depths of chemical intoxication be- 
yond that at which all other perceptions and 
all commonly tested reflexes are suppressed. 
Bernard Galston® of Skokie, Illinois, in dis- 
cussing the writer’s first report of memory, 
told of a patient he had anesthetized for a 
gastrectomy. As the stomach was being lifted 
out of the abdomen he noted cessation of 
respiration and heart beat. Before cutting 
down on the heart for massage, the surgeon 
asked that the husband be notified of the 
emergency. Nobody knew where the husband 
could be found. At this point the patient 
aroused and whispered around the endotrach- 
eal tube, “John’s in the lobby.” Milton Mar- 
mer’ does not believe a patient in surgical 
plane of anesthesia is capable of hearing or 
remembering. This is not in accordance with 
my experience in questioning patients in age 
regression, but perhaps it might be safe to 
say that more patients are being operated 
upon with the help of more superficial chem- 
ical anesthesia than ever before, and it is 
therefore wise to treat every operative pa- 
tient as though capable of hearing. 


continued on next page 
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W hat can be done constructively with 
suggestions during anesthesia? 


The subconscious mind of the anesthetized 
patient is just as keenly aware of reassuring 
suggestions as it is of frightening thoughts. 
The patient who had suffered respiratory ar- 
rest in two surgeries could recall only one 
spoken statement, even though she was acute- 
ly aware of the concern felt by her surgeon 
and the anesthetist. The remark, “She’s all 
right now,” was all that remained. 

An obese patient (M B., 1959) with a 10 
centimeter diameter umbilical hernia was a 
poor candidate for inhalation anesthesia be- 
cause of a bronchitis and a chronic cough. 
She was so sensitive to the -caine derivatives 
that I felt a spinal anesthetic would be dan- 
gerous. The need for relaxation of the ab- 
dominal wall was great. She had been trained 
on the eve of surgery to go into a light trance 
and to imagine the progression of numbness 
up the body as though she were walking into 
an imaginary swimming pool and the water 
line was going up along her body to mark 
the level of “numbness.” She lifted her finger 
to indicate the successful completion of the 
exercise and had partial loss of sensation on 
awakening from hypnosis. I intended to com- 
plete the training the next morning but found 
her too heavily sedated to respond. Further 
suggestions were given regarding lack of sen- 
sation, and she was directed to pay no atten- 
tion to any conversation unless it was di- 
rected to her by me or by the anesthetist, 
Jennie Woo, M.D. The patient gave no out- 
ward indication that she was attending to my 
directions even when I pressed on the ab- 
dominal muscles to mark for her the exact 
areas which needed to be relaxed. Dr. Woo 
was then asked to use her judgment with re- 
spect to use of anesthetic so long as I could 
get the protruded omentum back into the 
abdominal cavity. 

An endotracheal airway was inserted after 
light induction with sodium pentothal. The 
anesthetist told the unresponsive patient that 
the tracheal catheter was covered with a spe- 
cial type of long-acting anesthetic which 
would keep her throat and trachea numb for 
24 hours. Her one-way conversation with the 
unconscious patient amused the nurses. Dis- 
section of the hernia sac was started. As the 
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flaccid abdominal wall was elevated with 
clamps the omentum dropped into the ab- 
dominal cavity without need of additional 
pressure. Closure of the peritoneum and over- 
lapping of the fascia were effected without 
difficulty. At the end of the operation when I 
asked the anesthesiologist how much ether 
she had used she answered that the operation 
had been done completely with 50 per cent 
nitrous oxide and oxygen. Before emergence 
from anesthesia the patient was given rein- 
forcing suggestions that her throat would re- 
main numb for 24 hours, that the abdominal 
wall would also remain numb, and that she 
would feel like walking about as soon as she 
was completely awake. It was suggested that 
she would find it easy to put herself back into 
hypnosis any time she wished to, either for 
sleep or removal of discomfort. She was asked 
to walk to the bathroom to void in order that 
she would be using familiar patterns of void- 
ing. 

This patient required no pain-relieving 
medication. There was no further cough. She 
was ambulatory on the afternoon of surgery, 
and was discharged home on the fifth day 
following surgery. During her hospital stay 
she discovered in a short hypnotic interview 
that her eating compulsion had occurred at 
the age of 12 when her mother was dying of 
pulmonary tuberculosis. She discovered that 
her father had urged her to eat in order that 
she might not become anemic like her mother. 
The combination of identification with her 
mother and desire to please her father were, 
she decided, cause for the obesity and need 
no longer handicap her. There has been an 
effortless loss of 32 pounds since her surgery. 

It is not my purpose to propose that all 
patients will behave as well as this one, but 
this case shows that a non-responsive patient 
can respond to suggestions which are appar- 
ently perceived and carried out at a rela- 
tively subconscious level. 


Discussion 


Hypnosis is a valuable tool in the practice 
of medicine and surgery. There is no danger 
in its use so long as the dignity of the patient 
is respected and suggestions are given in a 
permissive way with thought for the ability 
of the patient to understand reasons for re- 
quests. Regular hypnotic induction technics 
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are needed in preparing the normally awake 
patient, but are totally unnecessary when the 
patient is under anesthesia. The subconscious 
mind is able to pick up all meaningful sounds 
when there has been an aura of fear preced- 
ing induction of anesthesia. Patients who 
have great respect for their surgeon and who 
have no particular concern over what will 
be found at operation will not pay much at- 
tention to conversation. On the other hand, 
those patients who fear malignancy will be 
hypersensitive to all conversation, and may 
even attribute to themselves the things which 
at a conscious level they would be able to 
understand were said about other people. 
From observation of lower mammalian be- 
havior during time of stress it seems clear 
that the hypnotic state is a naturally occur- 
ing phenomenon which serves to conserve 
energy and buffer the animal against envi- 
ronmental stresses. I have been impressed by 
the number of human beings who have equat- 
ed the feeling of artificially produced hyp- 
notic states with other times in their lives 
when they have been threatened. A woman 
who had spent two years in a German con- 
centration camp during the second world 
war volunteered that her sensations in hyp- 
nosis were identical with her experience dur- 
ing the “numb” first two weeks at the camp 
when she had no interest in whether she 
lived or died. Another patient in a light 
trance became frightened. She refused fur- 
ther experience and then, a few weeks later, 
recognized and wrote a thoughtful note to 
report that she had discovered the cause of 
her reaction in the recollection that at the 
age of 11 she had escaped spontaneously into 
some sort of trance when a man threatened 
to rape her. She vaguely knew that her ap- 
pearance had frightened him away and thus 
had served a useful purpose. Two medical 
students independently felt agitated during 
a group induction of hypnosis using simple 
suggestions describing a mountain scene of 
peacefulness and calm. They had both ex- 
perienced an hallucinated smell of ether. 
With ideomotor questioning each discovered 
that he had been spontaneously in hypnosis 
during a frightening experience with an 
ether anesthetic during childhood. Having 
recognized that hypnosis could be used for 
pleasant purposes, each of these individuals 


for January, 1960 


have been able to go into hypnosis without 
discomfort. 

Opposums during states of simulated death 
are able to hear when other sensory channels 
have been closed by drying of the conjunctiva 
over the eyes and drying of the mucosa of 
the mouth and nose. Hibernating mammals 
such as the groundhog are able to hear even 
when they have lost all awareness of pain. 
From a phylogenetic standpoint it is probable 
that the vibratory sense, of which hearing is 
a special form, is the least affected by changes 
in the physical environment. For this reason 
it is perhaps not too great a stretch of imagi- 
nation to assume that human beings during 
time of danger maintain the hearing sense as 
the last communication with environment at 
times when spontaneously occurring trance 
states are found, in time of unconsciousness. 
I have found that human beings who have 
experienced unconscious states from diabetic 
coma, concussion, turpentine intoxication and 
general anesthesia have all been able to hear 
meaningful sounds and recall them during 
hypnosis. 


Summary 

The surgically anesthetized patient is able 
to hear and remember meaningful sounds 
after all reflexes and other sensory percep- 
tions are gone. Most surgical procedures to- 
day are done with relatively superficial an- 
esthesia and, therefore, care should be taken 
that frightening conversation is not carried 
on in the presence of the patient. Helpful sug- 
gestions regarding behavior during surgery 
and in the postoperative period can be given 
by the surgeon and the anesthetist to the 
seemingly unconscious patient. Evidence is 
accumulating that the unconscious state in 
human beings, regardless of cause, evokes 
behavior similar to that found in deep-trance 


states achieved through hypnosis. * 
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Colorado’s experience with the medical 
plan for its elder citizens will be 
of interest to all other states 


in this section of our country. 


CoLorapbo’s OLD AGE PENSION MEDICAL PLAN 
will be two years old on February 1, 1960, 
and a recapitulation of the evolution of this 
important segment of our state’s medical 
economy seems appropriate at this time. Be- 
cause present conditions are so often the 
product of past events, cursory attention 
must be given to the history of the Old Age 
Pension program itself. 

In 1936 the people of Colorado added 
Article XXIV, which created the original Old 
Age Pension Fund, to the state Constitution. 
The article provided that 85 per cent of all 
state excise taxes (e.g., the 2 per. cent sales 
tax, cigarette taxes, etc.) would be used ex- 
clusively for the payment of a monthly “cash 
award” to eligible pensioners, and that the 
entire fund should be used for this purpose. 
This resulted in what has been referred to as 
a “jackpot” payment at the end of each year 
whereby all money left in the fund was dis- 
tributed among the eligible pensioners. No 
provision was made for any carry-over of 
money from one year to the next; and no 
provision was made for any maximum 
amount of the “cash award.” 

Shortly after World War II it became ap- 
parent that a more realistic distribution of 
the tremendous revenue derived from excise 
taxes was desirable, so that more than 15 
per cent thereof could be diverted to the 


*Assistant Direetor, Colorado Medical Service, Inc. 
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Colorado’s 
old age pension medical plan 


A. Paul Shermack*, Denver 


general fund for use in meeting other state 
expenses. In addition, increased emphasis 
was being placed on the “problems of the 
aged,” and especially on their medical needs. 
It was recognized that both ends could be 
accomplished by amending the existing law 
without materially curtailing the pension 
program. 

At the general election held November 
6, 1956, the people of Colorado approved (by 
a vote of 364,961 “yes” to 190,366 “no”) an 
amendment to Article XXIV of the state’s 
Constitution which substantially revised 
Colorado’s Old Age Pension Law. No change 
was made in the source of the income for 
financing the program; however, four funda- 
mental provisos were embodied in the amend- 
ment. First, a basic cash payment of $100.00 
per month for each pensioner was estab- 
lished. This amount can be increased, but it 
cannot be decreased. Second, a “Stabilization 
Fund” of five million dollars was established 
to assure that the basic $100.00 pension pay- 
ment could be made should revenue ear- 
marked for the pension program decrease. 
Third, a ten-million-dollar-per-year “Health 
and Medical Care Fund” was created. And, 
fourth, it was stipulated that after these 
three obligations had been met, any remain- 
ing revenue from excise taxes must revert to 
the general fund of the State of Colorado. 


Constitution amended 


By virtue of the 1956 arnendment, Section 
7 of Article XXIV (Old Age Pension) of the 
Constitution of the State of Colorado now 
reads as follows: 

“Any monies remaining in the OAP Fund, after 
payment of basic minimum awards and after 
establishment and maintenance of the Stabiliza- 
tion Fund in the amount of five million dollars, 
shall be transferred to a Health and Medical Care 
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Fund. The state Board of Public Welfare, or 
such other agency as may be authorized by law 
to administer old age pensions, shall establish and 
promulgate rules and regulations for administra- 
tion of a program to provide health and medical 
care to persons who qualify to receive old age 
pensions and who are not patients in an institu- 
tion for tuberculosis or mental disease; the cost 
of such program, not to exceed ten million dollars 
in any fiscal year, shall be defrayed from such 
Health and Medical Care Fund; provided, how- 
ever, all monies available, accrued or accruing, 
received or receivable, in said Health and Medical 
Care Fund, in excess of ten million dollars in any 
fiscal year, shall be transferred to the general fund 
of the state to be used pursuant to law.” 

Thus, Colorado’s Old Age Pension Medical 
Plan was given constitutional birth. How- 
ever, over one year passed before the plan 
attained economic viability; and only recent- 
ly has it approached the maximum expendi- 
ture provided in the law. Unlike Topsy, the 
medical plan as it stands today has not “jes’ 
growed.” It is, rather, the end product of 
careful planning and execution on the part 
of those responsible—specifically, the Colo- 
rado State Department of Public Welfare— 
for the implementation of this mandate. 

It is particularly significant that the 
amendment served only to create a $10,000,- 
000 fund to be used to provide “health and 
medical care” for Colorado’s 54,000 old age 
pensioners, but left the development of such 
a program to the sole discretion of the De- 
partment of Public Welfare. Without violat- 
ing either the spirit or the letter of the law, 
the appropriate governmental officials could 
have proceeded to “establish and promulgate 
rules and regulations” as they alone saw fit. 
It is indeed creditable that they sought the 
counsel of those most intimately involved— 
physicians, hospitals, nursing homes, pharma- 
cists, etc.—and with the assistance of a Medi- 
cal Advisory Committee, undertook the task 
of determining just what, and how, health 
and medical care should be provided. Obvi- 
ously, there was a multiplicity of possibilities. 
The Welfare Department itself could develop 
and administer a medical plan of virtually 
any nature. Or, it could insure each pensioner 
through an already existing health care plan. 
Or, the Welfare Department could establish 
the extent of “health and medical care” 
deemed economically practicable and elect to 
have the plan administered by a separate 
agency. 
for January, 1960 


During 1957, while the required Stabiliza- 
tion Fund was being accumulated, the mul- 
tiple possibilities were considered. Out of 
the early deliberations emerged two basic 
tenets: First, that the principle of free choice 
of physician and hospital must be maintained; 
and, second, that a “service benefit” type of 
program should be adopted. Ultimately, it 
was concluded that hospitalization, surgical 
care, and in-hospital medical care should be 
the first services provided by the new plan, 
and upon negotiation with representatives of 
the Colorado Hospital Association and the 
Colorado State Medical Society, the Welfare 
Departrnent decided to use the benefits of the 
Colorado Blue Cross-Blue Shield Plans as 
patterns for the benefits of the Old Age 
Pension Medical Plan. Implicit in this action 
were the preservation of the pensioner’s right 
of free choice, and the acceptance by the 
medical profession of the pensioner’s service 
benefit status. This acceptance was recon- 
firmed in September, 1958, when the House 
of Delegates of the Colorado State Medical 
Society increased the service income limits 
applicable to the Old Age Pension Medical 
Plan to correspond with a modest increase 
in the monthly pension payment (from $100 
to $105), but withheld requesting any neces- 
sary increase in the payments for profes- 
sional services until the new program was 
stabilized. 

The Welfare Department elected also to 
contract with the Colorado Blue Cross-Blue 
Shield Plans for the fiscal administration of 
the program. The net effect of the many de- 
cisions reached after hours of deliberation 
and debate was that the State Department 
of Public Welfare was able to start the Old 
Age Pension Medical Plan within three 
months after the Health and Medical Care 
Fund began to accumulate. 


Hospital, surgical, and in-hospital 
medical care 


The first phase of the Old Age Pension 
Medical Plan became effective February 1, 
1958, at which time hospital benefits pat- 
terned after Blue Cross’ Comprehensive Plan 
—but limited to 30 days per admission—and 
surgical and in-hospital medical care benefits 
patterned after Blue Shield’s Standard Plan, 
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were provided for Colorado’s more than 
50,000 old age pensioners. In the knowl- 
edge that on occasion more than 30 days of 
hospitalization would be required, provision 
was made for an extension of time in any 
given case up to a maximum period to be 
determined by the Welfare Department. 

The selection of Comprehensive Blue 
Cross and Standard Blue Shield as models 
for the new program was logical. In the for- 
mer instance, the existing contractual agree- 
ments between Blue Cross and its member 
hospitals, with the attendant audit proce- 
dures, assured that the hospital expenses 
incurred by the pensioners would be con- 
sistent with the actual costs prevailing in 
any given area. In the latter instance, Stand- 
ard Blue Shield, intended for people in an 
even more minimal income status than the 
pensioners, represented the then existing 
minimum plan sponsored by the Colorado 
State Medical Society, and assured that the 
payments made for surgical-medical expenses 
incurred by the pensioners would be con- 
sistent with the amounts deemed acceptable 
as full payment by the medical profession 
for services rendered “low income”’ patients. 
In both instances, a desirable uniformity was 
achieved assuring equitable distribution of 
the fund among all pensioners requiring 
medical care. 


Nursing home care 


After the first few months of operation, it 
became apparent that it was economically 
possible to increase the nursing home bene- 
fits of the O.A.P. Medical Plan. As a conse- 
quence, effective December 1, 1958, the pro- 
gram was broadened to provide some benefit 
for nursing home care of a pensioner by the 
physician of his choice. Under this phase of 
the program, payment is made for two visits 
per month by a physician caring for a pen- 
sioner in a licensed nursing home. In addi- 
tion, there is provision for two additional 
visits per month in the event of emergency 
illness; and for consultation services if the 
pensioner’s physician deems such to be re- 
quired. Allowance is made, also, for travel 
expenses incurred by the physician. Once 
again the service benefit principle was adopt- 
ed, thus assuring the pensioners that an ad- 
ditional charge would not be made except for 
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professional services not covered by the pro- 
gram. 


Home and office medical care 


By mid-1959, the Welfare Department 
found that further expansion of the program 
was still possible within the financial limits 
of the Health and Medical Care Fund. Thus, 
beginning July 1, 1959, limited benefit was 
provided for home and office medical care of 
old age pensioners. Under this phase of the 
plan, each pensioner is entitled to two home 
or office calls per calendar quarter for medi- 
cal treatment by his physician. These are not 
cumulative, but may be used at any time 
during the appropriate period. The service 
benefit concept is not applicable to this part 
of the program, and the payments thereunder 
constitute indemnity allowances. The pen- 
sioner himself is responsible for such addi- 
tional charge as may be made. 


New fee schedule negotiated 


As mentioned above, when representatives 
of the Colorado State Medical Society origi- 
nally met with the Welfare Department in 
1957, it was agreed that the then Standard 
Blue Shield Plan and its fee schedule would 
serve as a pattern for the surgical and in- 
hospital medical care benefits of the Old Age 
Pension Medical Plan. Essentially, this was 
because the Standard Plan was the minimum 
Blue Shield Plan offered by Colorado Medi- 
cal Service, Inc., under the sponsorship of 
the State Medical Society. Certain modifica- 
tions were necessary, and it was understood 
at the outset that after the Welfare Depart- 
ment’s program had an opportunity to gain 
sufficient experience, the fee schedule gov- 
erning the payments made under the O.A.P. 
Plan would be reconsidered. 

With the advent of Blue Shield’s new 
Standard “A” Plan, and its adoption as the 
minimum Blue Shield Plan offered in Colo- 
rado for people in low income status, the 
Colorado State Medical Society asked that 
the payments for professional services cov- 
ered under the pensioners’ medical plan be 
increased to correspond to the fee schedule 
of the Standard “A” Plan. This request was 
honored by the Welfare Department, and ef- 
fective January 1, 1960, the fee schedule of 
the Standard “A” Plan becomes the basis for 
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payments made under the Old Age Pension 
Medical Plan. 


Administration 

One of the important decisions made by 
the Colorado State Department of Public 
Welfare was to engage Colorado Blue Cross 
and Blue Shield as administrative agents for 
the administration of the Old Age Pension 
Medical Plan. Colorado’s hospitals report the 
hospitalization of pensioners directly to Blue 
Cross and receive reimbursement directly 
from Blue Cross. Colorado’s physicians report 
professional services rendered pensioners di- 
rectly to Blue Shield and receive reimburse- 
ment directly from Blue Shield. 

Thus, the already-effective and familiar 
reporting procedures of the plans are util- 
ized, avoiding expensive duplication; and the 
payments to the hospitals and physicians are 
centralized, eliminating further duplicate ef- 
fort. To be sure, the sundry rules and regu- 
lations of the OAP Medical Plan have ne- 
cessitated certain new forms and procedures, 
but every effort has been made to simplify 
the administration of the program to as great 
a degree as possible. 

As fiscal agents, Blue Cross and Blue 
Shield are reimbursed monthly from the 
Health and Medical Care Fund in an amount 
equal to the payments made to the hospitals 
and physicians. In addition, a service charge 
for administrative expenses is paid to each 
Plan by the Welfare Department. The 
amount of such administrative charge is 
based on costs incurred by the Plans and is 
subject to negotiation between Blue Cross, 
Blue Shield, and the Welfare Department. 
Currently, the cost of administering the Old 
Age Pension Medical Plan in its entirety is 
less than 2 per cent of the total payment 
made for care of the pensioners. 


Fiscal data 

For the 11-month period ending November 
30, 1959, the following payments had been 
made through Blue Cross-Blue Shield out of 
the Old Age Pension Health and Medical 
Care Fund for the hospital and professional 
services afforded the pensioners: Hospital 
services—$4,971,564.98; surgical and in-hos- 
pital medical services—$1,010,894.31; nursing 
home care—$56,047.25; home and office medi- 
cal care—$133,240.50. 


for January, 1960 


While these figures indicate that the Old 
Age Pension Medical Plan is within the an- 
nual 10 million dollar fund provided in the 
Constitution, it must be borne in mind that 
certain phases of the total program—notably 
nursing home costs other than medical care, 
and drugs and prescriptions for nursing home 
patients—are paid directly by the Welfare 
Department, and are not included here. In 
addition, only five months’ payment for 
home and office calls is reflected, since that 
phase of the plan became effective only on 
July 1, 1959. 


In conclusion 


No dissertation on this subject can be 
complete without giving some consideration 
to the people for whom the program is in- 
tended. The same constitutional amendment 
which created the Old Age Pension program 
in Colorado specifies also who shall be eli- 
gible therefor, and under what circum- 
stances. First, a person making application 
for a pension either must be at least 60 years 
of age and a continual resident of Colorado 
for 35 years immediately preceding applica- 
tion; or, he must be at least 65 years of age, 
and a resident of Colorado for five of the 
nine years immediately preceding the date 
of application. However, age and residency 
are but the basic requirements. The person 
applying may own his home, but he may not 
hold personal property (e.g., stocks, savings 
accounts, etc.) in excess of $1,000.00. He may 
have income, but not in excess of the basic 
$105.00 per month pension payment. And he 
may not have transferred or assigned any 
assets in order to meet the financial require- 
ments during the five-year period prior to 
his making application for a pension. His ap- 
plication is carefully investigated, and he is 
not granted a pension until all requirements 
have been met. 

Should an eligible pensioner own his 
home, his $105.00 per month pension is re- 
duced by an amount equal to a “reasonable 
rental value” for that home. Should he have 
income, say in the amount of $30.00 per 
month from a small annuity, his pension 
payment will be in an amount equal to the 
difference between his income and the $105.00 
per month pension — in this illustration, 
$75.00. Should his assets unexpectedly ex- 
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ceed $1,000.00, he is ineligible for the pension. 

Thus, an eligible pensioner is a person 
who, by law, cannot have an income of more 
than $105.00 per month, be it solely from the 
pension program, or from other sources sup- 
plemented by the pension. In short, by vir- 
tually any standard, he is medically indigent. 

However, as a result of the Old Age Pen- 
sion Medical Plan, he is no longer medically 
indigent, and he is assured the finest medical 
care available without sacrifice of his per- 
sonal freedom and human dignity. And those 
who render the health and medical services 
he requires are, for the most part, assured 
of fair and reasonable monetary compensa- 
tion for those services. 

To be sure, the program is not perfect, 


This article clarifies much of the 
confused thinking on “staph infection” 
which has been called to the attention 
of the American public through the lay 
press. His plea for the return to good 
sound aseptic practices (which are all 
known) with the development of the 
“surgical conscience” will do much to 


reduce this dangerous condition. 


INFECTIONS DUE TO STAPHYLOCOCCI are endemic 
throughout the entire world today—as they 
have been always. These infections on occa- 
sion have become epidemic. The boils of Job 
are recorded in and date back to biblical 
history. Prior to the introduction of anti- 


*From the University of Texas Medical Branch, Galveston. 
The author is Professor of Surgery. Presented before the 
Annual Meeting of the Wyoming State Medical Society, Grand 
Teton National Park, June 11-13, 1959. 
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and there are areas which must be improved. 
The recent adoption of the more realistic 
Standard “A” Blue Shield Plan fee schedule 
has served to rectify many, if not all, of the 
original inequities in the payments provided 
for professional services. Undoubtedly, in the 
prevailing atmosphere of mutual respect and 
cooperation, other areas recognized to be 
deficient will be improved as the program 
develops. 

In any event, Colorado’s Old Age Pension 
Medical Plan is, by constitutional law, an 
accomplished fact. It remains only for all 
concerned to continue to strive for perfection 
—which may never be obtained —in all 
phases of the administration of the pro- 
gram. 


Edgar J. Poth, M.D., Galveston, Texas 


biotics in 1936, I was confronted with a se- 
rious epidemic of furunculosis in the bunk 
houses of a major oil field development in 
the Bahrein Islands in the Persian Gulf. 
These men used common towels and bed lin- 
ens. There were no facilities for hot water 
in laundering. The linens were washed by 
“dobies” by pounding on rocks using cold 
dirty water and then spreading on the bare 
ground to dry. The infections were largely 
controlled by placing the washed linens in 
a large steel tank, blowing through live 
steam, then drying on ordinary clothes lines 
and laundering completed before redistribu- 
tion. 

Today we hear much about the epidemic 
proportions of staphylococcal infections. 
Why? Semmelweis (1818-1865) stressed the 
importance of direct contact—and the need 
of the physician to wash his hands between 
contacts. These suggestions received little at- 
tention and had slight impact on the prac- 
tices in vogue. Oliver Wendell Holmes in 
this country was a contemporary in these 
observations. Both of these physicians were 
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in the field of obstetrics. Asepsis then re- 
placed Listerian antisepsis until the advent of 
antibiotics. Faith in these so-called “wonder 
drugs” with their highly specific antibacterial 
properties has unfortunately caused an un- 
warranted relaxation of aseptic precautions 
and simple cleanliness. This sequence of 
events is particularly inappropriate, because 
antibiotics effective against certain strains of 
organisms are not available; they have not 
been discovered. Unfortunately, practices 
have emerged as though effective antiseptics 
do exist. Obviously, a let-down of rigid asep- 
sis and other preventive measures is not ac- 
ceptable. The problem is just this simple. 
There are no antibacterial agents to destroy 
all contaminating organisms. This situation 
behooves us to avoid contamination. Also, 
once infection has become established, the 
best general method should be employed and 
not place blind dependence upon antibiotics 
which may not even be specific for the bac- 
terial strain concerned. It is not surpris- 
ing that the unprecedented near miracles 
wrought by antibiotics in the treatment of 
infections should give rise to overconfidence 
and reliance on these agents. 

What was the problem 30 years ago? Our 
continuous and unrelenting concern was with 
acute infections. The hemolytic streptococcus, 
pneumococcus, gonococcus and meningococ- 
cus were of greatest importance and demand- 
ed high priority attention. The staphylococ- 
cus was really of secondary importance as to 
the frequency with which rapidly lethal in- 
fection occurred. But when it did establish 
itself the hazards were even greater than 
they are today. The majority of staphylococ- 
cal infections respond favorably to specific 
antibiotic therapy. When this advantage is 
combined intelligently with the many other 
improved facilities and measures at our com- 
mand, the prognosis is vastly better. 

Let us not assume that the bacterial popu- 
lation is static. It never has been! Further- 
more, the advent of antibiotics has probably 
accelerated these changes either by selection 
or mutation, or more likely by a combination 
of these mechanisms, favoring the survival 
of antibiotic resistant organisms, of which 
some strains possess virulence to mammalian 
hosts. Some of these organisms undergo met- 
abolic peculiarities such as autolysis by viral 
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strains called phages. This latter property 
simply makes it possible for us to identify 
and trace certain strains of staphylococci. 
This grouping again is not completely spe- 
cific, because all organisms autolysed by an 
individual phage do not of necessity have 
the same metabolic activity, which difference 
is demonstrated by comparison with anti- 
biotic sensitivity patterns. 

The virulent hemolytic staphylococcus 
aureus has always been with us to create 
serious therapeutic problems. The problem of 
infections was not created by the advent of 
antibiotics. In fact, a large portion of the 
problem has been resolved by specific anti- 
biotics. Unfortunately, antibiotics which are 
effective against all bacterial strains are not 
available. Prevention of infection by avoiding 
contamination rather than subsequent thera- 
peutic sterilization continues to be the proper 
procedure. Not until we accept the idea that 
precauticns must be exercised morning, noon 
and night, day in and day out, will we again 
place this situation under relatively safe con- 
trol. Contamination of any one particular 
clean surgical wound at the time of opera- 
tion is preventable. Well established aseptic 
technics are adequate to protect against con- 
tamination. Occasional breaks in aseptic tech- 
nic with contamination resulting in infection 
will occur, but these breaks must be acci- 
dental and be reduced to a practical mini- 
mum. The operating theatre should be the 
most unlikely area where cross-contamina- 
tion can occur. It may not be easy always to 
establish whether or not the “case was 
clean,” but we must recognize every infection 
of a truly clean wound as a failure. Some- 
body, something, somewhere along the line 
functioned improperly. 

It is indeed unfortunate when a formally 
constituted study committee of the American 
College of Surgeons finds it desirable to re- 
cord the following in an established publica- 
tion, “In view of the apparent importance of 
contact contamination, the rebirth of ‘surgical 
conscience’ and everything that term implies 
should be fostered. Instruction of medical 
students and interns and re-education of the 
past generation of surgeons are needed to 
demonstrate the importance of those factors 
which make up that intangible and valuable 
asset of a well trained and capable surgeon.” 


: 
: 
= 


I urge you to study the report entitled ““Meas- 
ures to Combat Antibiotic-Resistant Infec- 
tions in Hospitals, etc.” Bulletin: American 
College of Surgeons, Vol. 44, pp. 73-79 
(March-April 1959, No. 2). 

Apparently direct contact is the principal 
mode of contamination, but there have been 
a sufficient number of cases of staphylococ- 
cus pneumonia to indicate that air-dust borne 
contamination is of considerable importance. 
Ventilation and air-conditioning systems 
must be kept clean and up-drafts via stair 
wells eliminated. 

Each hospital should establish a commit- 
tee on infection, consisting of interested and 
responsible members of the staff of all de- 
partments, including housekeeping and main- 
tenance. The responsibilities of this commit- 
tee are: Evaluation patterns of antibiotic 
therapy, educating hospital personnel, insti- 
tuting epidemic control measures and recom- 
mending remedial changes to the various 
departments of the hospital. The departments 
would not be relieved, however, of their re- 
sponsibility for the solution and correction 
of their own special problems. 

It must be obvious all measures, includ- 
ing ordinary cleanliness, heat and chemical 
sterilization, aseptic technics, isolation and 
quarantine, chemical disinfection, supportive 
treatment of the patient and the intelligent 
specific use of the numerous antibacterial 
agents of the antibiotic class should be em- 
ployed in the control of “hospital-acquired” 
antibiotic-resistant disease. 


Hospital-acquired 
staphylococcal infections 

Since the hospital is a circumscribed area 
to which a community brings its various in- 
fections for treatment, would it not be ex- 
pected for the personnel of this center to 
become infested and assume the role of car- 
riers as well as become the victims of the 
increased exposure to infection? This situa- 
tion should be recognized as an industrial 
hazard so far as the hospital personnel is 
concerned and adequate compensation should 
be provided for this risk. Especially, a worker 
should not lose wages when acquired infec- 
tion demands he or she be relieved from duty 
because of the probability of spreading the 
disease by contact. Also, the importance of 
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placing such an individual under quarantine 
makes it imperative and to the interest of the 
hospital and the community that such infe.- 
tions not be hidden but rather be reported 
immediately. An individual with an open 
lesion is a “spreader” of the disease and must 
be quarantined. An asymptomatic carrier 
may or may not spread the infection. This 
victim of circumstances, should he or she be 
a “spreader,” is even a greater menace than 
one witha known infection, because without 
so intending they are contaminating their 
surroundings and contacts. The asymptomatic 
carrier frequently infects himself. The nasal 
carrier rate does not increase appreciably in 
patients admitted to a hospital for a period 
of two weeks or less. Some individuals work 
in contaminated areas without ever becoming 
carriers. 

The problem of dealing with personnel 
carriers is difficult. They should probably 
be excluded from the nursery and from con- 
tinuous duty in the operating theatre. They 
must be trained to observe rigid precautions 
against close contact, especially with the very 
young, the elderly and the debilitated indi- 
vidual. They should practice strict personal 
hygiene, the importance of which cannot be 
overemphasized. Probably they should use a 
soap containing hexachloraphene, or other 
effective antibacterial agent. However, care 
must be exercised that specific resistances 
do not render these agents ineffectual. 

Patients with infection should be isolated 
to protect other patients, hospital personnel, 
the hospital area, themselves and their casual 
contacts. The poor risk and debilitated indi- 
vidual, likewise, should receive extraordinary 
protection against exposure. 

Attention should also be called to the fact 
that the most susceptible members of the 
hospital personnel are medical students and 
young student nurses when they first appear 
on the wards. Within a year their suscepti- 
bility drops, indicating development of im- 
munity. This observation should predict the 
therapeutic effectiveness of immune sera in 
the treatment of staphylococcal infections. 


Suggested corrective procedures 


1. Establish a committee on infections. 

2. Restricted use of antibiotics. 

a. Administration as specific agents based on 
accurate diagnosis and sensitivity reactions in full 
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dosage for shortest time consistent with adequate 
therapeutic effect. 

b. Essential elimination of true prophylactic 
use of antibiotics. 

c. Use of antibiotics as adjuvants and not as 
primary agents. 

3. Prohibit free visiting of patients between 
hospital areas. Restrict ambulatory patients to cer- 
tain areas. 

4. Sanitation. 

. Cleanliness. 

. Dust control. 

. More effective laundering. 

. Improved transportation of patients. 

. Protection against contaminated mattresses. 
Sterilization or elimination of woolen blan- 


kets. 


g. Careful cleaning of bed area between suc- 
ceeding occupants. 


h. Separate transportation for clean and soiled 
linens. 

i. Controlled ventilation and drafts. 

5. Adequate isolation practices and technics. 

6. Rigid discipline and technic in operating 
theatre. 

7. Close attention to body and oral hygiene. 

8. Prohibit exchange of personal effects be- 
tween patients; i.e., books, magazines, newspapers, 
toilet articles, foods, etc. 

9. Re-education in aseptic principles through- 
out hospital practice and practices. 

10. Minimal contact between personnel and pa- 
tient. 

11. Insistence upon unrelenting attention to 
pertinent details. 

12. Recognize that no microorganism has ever 
developed resistance to aseptic practices. 

These suggestions cannot possibly cover 
all circumstances, but they can serve as a 
guide. 

The Temple University Medical Center 
submitted the following check-list. How does 
your hospital, clinic or office rate when com- 
pared to these standards? 

1. Has a committee been established in 
your hospital to analyze infections? 

2. Are you certain none of your operating 
room personnel had an infection when last 
assisting you? 

3. Do you know the offending organism 
in the last infection you treated? 

4. Are you certain none of your floor 
nurses or attendants have boils, carbuncles 
or other cutaneous infections? 

5. Were the bacteria responsible for your 
last infection studied for antibiotic suscepti- 
bility pattern, coagulase response, bacterio- 
phage type? 
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6. Do you avoid admitting elective sur- 
gical patients into semiprivate accommoda- 
tions with patients harboring infections? 

7. Are the bacteria that caused your last 
surgical infection living in your own nasal 
secretions? 

8. Are hand precautions used without fail 
after treating an infected patient? 

9. Is your surgical soap sterile? 

10. Would you feel perfectly serene in 
having a clean surgical wound in your own 
abdomen dressed from your dressing cart? 

11. Is your sterile technic beyond re- 
proach? 

12. Are all blankets sterilized after use? 

13. Do you use an adequate filter type 
mask and change between cases? 

14. Do your contaminated linens receive 
special handling care? 

15. Does your housekeeping personnel 
keep dust movement at a minimum? 

16. Do you employ special means of han- 
dling dressings and instruments used in the 
treatment of infected cases before they are 
cleaned by supply room personnel? 

‘17. Do you change your operating room 
attire before making hospital rounds? 

18. Are surgical procedures accomplished 
as soon after admission as possible? 

19. Do visitors change clothes before en- 
tering your operating room? 

20. Do you avoid instituting routine pro- 
phylactic treatment before and after clean 
surgery with the newest and most potent 
antibiotics? 

21. Do you have an operating room for 
contaminated cases only? 

22. Does your preoperative skin prepara- 
tion for patients approach the ideal? 

If the “surgical conscience” could be 
“grafted” onto each and every attendant, 
from administrator to charwoman, staphylo- 
coccal infections would not be a major 
hazard. 

It might be well to place these two plac- 
ards at appropriate places in the hospital: 


NO ORGANISM HAS CLEANLINESS 

BECOME RESISTANT IS NEXT TO 

TO ASEPTIC TECHNIC GODLINESS 
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School health service facilities 


To keep children well rather than merely 
to cure them once they are ill has long 
been recognized by health and medical 
professions as a desirable goal. 

Adequate health service facilities staffed 
with competent personnel are essentials 


toward the achievement of this goal. 


SCHOOL HEALTH SERVICES HELP TO PROTECT and 
improve the health of children, thus aiding 
their growth and development and enabling 
them to benefit fully from school experiences. 
In recent years the education and health 
professions through cooperative efforts have 
greatly improved the quality and extent of 
health programs for children. It is important 
that this same type of cooperation be ex- 
tended to embrace all groups concerned with 
the use and design of health service facilities. 
This includes planners, builders and com- 
munity groups as well as representatives of 
medicine, dentistry, public health, nursing 
and education. Planning and actual construc- 
tion should be carried out with the advice 
and approval of those persons who will be 
responsible for the program for which the 
facility is provided. 

There will be considerable variation in 
health service facilities, depending upon the 
size of the school and community, the level 
(primary, intermediate, junior or senior high 
school or combination), the extent of the 
health service program based upon the philos- 
ophy of the school system, the health inter- 
ests and needs of the community, the func- 


*Director, Health Services, Denver Public Schools. 
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tions to be performed, and the person or 
persons who do the planning. In addition, 
consideration must be given to other avail- 
able public health services and to the money 
available for building the facilities and for 
operating them. 

The health service unit can be used for a 
variety of activities. This unit will house the 
School Health Service program whose chief 
function is to determine the health status of 
pupils by means of school health examina- 
tions, dental inspections and prophylaxis, 
and vision and hearing tests. The unit may 
be the center for emergency care of injuries 
and illness. Frequently conferences involving 
the parent, teacher, doctor and nurse con- 
cerning the child’s health problems will oc- 
cur. A part of the unit may be used as a 
dressing room and another section will serve 
as a waiting room. Some space should be set 
aside for isolation of a child when the situa- 
tion warrants, while another may provide 
accommodations for children on a prescribed 
rest schedule. There should also be space 
for the health personnel which from time to 
time may include nurse, physician, dentist, 
dental hygienist, psychiatrist, psychologist, 
and social worker. Records, equipment and 
supplies should also be properly housed in 
this unit. 

Proper location of the health service unit 
is important so that the wide variety of ac- 
tivities listed above may be carried on con- 
veniently and efficiently. In smaller ele- 
mentary schools, all services may be cared 
for in one room provided proper screening 
is used and the waiting room of the admin- 
istrative suite serves the same purpose for 
the health service unit. In the larger schools, 
division of the unit into separate rooms is 
desirable. 

Cooperation of the school health commit- 
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tee including nurses, doctors, and other school 
personnel can contribute significantly to 
planning. This will result in facilities which 
are functional and which can be used effec- 
tively by the staff. 

An interesting and informative survey of 
school health service facilities is reported in 
the March, 1959, issue of The Journal of 


School Health, a publication of the American 
School Health Association which is the only 
national organization dealing entirely with 
the health of the school age child. 

The survey covered 6,343 elementary 
buildings, 816 junior and 699 senior high 
buildings of 112 representative cities in this 
country. 


Thyroid cancer and hemoptysis 


George B. Kent, M.D., and Joseph L. Kovarik, M.D., Denver 


Two cases of this rare cause for 
hemoptysis are reported for your 
interest—and to add to the 


scanty literature on the subject. 


THE OCCURRENCE OF HEMOPTYSIS is an ominous 
danger signal, the origin of which may tax 
the diagnostic acumen of the physician. 
While the most common causes of hemop- 
tysis are pulmonary tuberculosis, broncho- 
genic carcinoma, bronchiectasis and heart 
disease, numerous other conditions must be 
considered. These include foreign bodies, 
non-tuberculosis infections, pulmonary in- 
farction and trauma of the broncho-pulmo- 
nary tree as well as more remote entities 
such as pulmonary arteriovenous fistula and 
blood dyscrasias. Indeed, the source of he- 
moptysis sometimes evades detection in spite 
of a vigorous diagnostic survey. The reported 
incidence of idiopathic hemoptysis varies 
from 5.5 per cent to 58 per cent® *. 


Incidence 

Carcinoma of the thyroid is an uncommon 
cause of hemoptysis. The relative infre- 
quency of this condition is evidenced by the 
report of Moersch’, et al., of the Mayo Clinic 
who reported 17 patients with a history of 
hemoptysis in a series of 558 cases of thyroid 
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carcinoma, an incidence of hemoptysis in this 
group of 3.04 per cent. Two of these 17 cases 
were presented as cases of “idiopathic” he- 
moptysis with normal thyroid glands on 
physical examination. Bronchoscopy was re- 
ported as negative in one patient although 
repeat bronchoscopy nine months later estab- 
lished the diagnosis. The second patient ex- 
hibited tumor on the initial bronchoscopic 
examination. Grimes and Bell’, from the Uni- 
versity of California, reported three cases of 
hemoptysis secondary to thyroid carcinoma 
over a period of 25 years. All three of these 
patients were known to have pre-existing 
goiter. 

Analysis of the case records of the senior 
author (GBK) for the 10-year period 1948 
through 1957 revealed 30 cases of thyroid car- 
cinoma in a series of 788 thyroidectomies, an 
incidence of 3.8 per cent. Only one of those 
30 patients (3.3 per cent) gave a history of 
hemoptysis. Review of the records of the 
Presbyterian Hospital, Denver, Colorado, 
during this same 10-year period showed 49 
cases of thyroid carcinoma in a series of 1,322 
thyroid operations, an incidence of 3.7 per 
cent. Hemoptysis was recorded in the history 
of only one (2.04 per cent) of these patients. 
Our interest in this problem was aroused 
when two patients with hemoptysis second- 
ary to thyroid carcinoma were admitted to 
the Presbyterian Hospital, Denver, Colorado, 


within a period of one month. 
continued on next page 
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CASE REPORTS 


Case 1. D. F., 58-year-old white female, first 
seen in June, 1948, with symptoms of thyrotoxi- 
cosis and a large, 6.5 cm. in diameter nodule in 
the left lobe. Patient was also diabetic. Chest 
x-ray revealed displacement of the trachea to the 
right secondary to the large nodule in the left 
lobe of the thyroid. Partial thyroidectomy was 
performed and reported as an adenomatous colloid 
goiter with no evidence of cancerous changes. 

The patient sought medical advice in February, 
1957, at which time she gave a two-month history 
of hemoptysis. She had “lost her voice” for a four- 
month period in April, 1956, with full recovery. 
Diabetes was more difficult to control. There was 
no melena. Examination of the neck was entirely 
negative and there were no palpable masses or 
tenderness. The patient was referred for an ENT 
examination which revealed varicosities at the 
base of the tongue but no bleeding site. The 
patient had intermittent hemoptysis until April, 
1958, when she had the “flu.” Subsequently she 
had daily hemoptysis and progressive hoarseness. 

She first consulted us because of persistent 
hemoptysis in June, 1958. An examination re- 
vealed hoarseness, moderate respiratory stridor 
and a hard mass, 2-3 cm. in diameter, located 
behind the clavicle on the right. ENT examination 
revealed the presence of varices at the base of 
the tongue. Sputum was negative for malignant 
cells. Chest x-ray revealed tracheal compression 
from extrinsic mass on the right. (The tracheal 
deviation had been in the opposite direction ten 
years before.) She was admitted to the hospital 
where bronchoscopy under topical anesthesia re- 
vealed marked narrowing of the tracheal lumen, 
approximately 3-4 cm. below the level of the 
cords. Tissue in this area bled easily upon con- 
tact with the bronchoscope. The tracheobronchial 
tree distal to this area was entirely normal. At- 
tempts to visualize the narrowed area with a 
right angle telescope were unsuccessful because 
of bleeding. A biopsy was taken which failed to 
reveal evidence of neoplasm. 

Exploration of the neck revealed a tumor which 
almost completely encircled the trachea and ex- 
tended down into the superior mediastium. This 
was reported as adenocarcinoma of the thyroid, 
follicular and papillary type. Since surgical ex- 
cision was impossible because of the extent of 
neoplastic involvement, low tracheostomy was 
performed. Postoperatively, external x-ray therapy 
was started in the hospital and continued on an 
out-patient basis. The patient had remarkable 
symptomatic improvement but expired suddenly 
from massive tracheal hemorrhage three weeks 
postoperatively. 

Comment: This case represents “idiopathic 
hemoptysis.” While varices at the base of the 
tongue were suspected as the source of the hemop- 
tysis, active bleeding from this area was not seen. 
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Case 2.* N. L., 63-year-old white female, who 
was transferred to the Presbyterian Hospital, Den- 
ver, with one-week history of soreness in the 
neck and hemoptysis. Hemoptysis was severe 
enough to require transfusion of 3500 cc. of blood 
prior to her transfer. 

This patient had a known unchanging goiter 
for 20 years. Past history was negative for severe 
illness or previous surgery. Physical examination 
was essentially normal except for the presence 
of a large, symmetrical, tender goiter. She ex- 
hibited marked respiratory stridor, hoarseness 
and slight. cyanosis. Shortly after admission, 
bronchoscopy was performed. There was edema 
and induration of the larynx which was pushed 
posteriorly to the left. The vocal chords could 
not be identified as such and the airway ap- 
peared to be approximately 10 per cent of normal 
size. Since it was impossible to introduce the 
bronchoscope into the trachea, tracheostomy was 
performed with alleviation of respiratory em- 
barrassment. At the time of the tracheostomy it 
was seen that the tumor mass originated in the 
right lobe of the thyroid, extending to the isthmus 
and invading the trachea. 

External x-ray therapy was given, 5,000 r 
tumor dose, over a period of four weeks. There 
was a gratifying decrease in the size of the tumor 
with decrease in the amount and frequency of 
hemoptysis and after two weeks she could phonate 
well. Bronchoscopy was repeated and a friable 
tumor mass of the anterior and right lateral 
tracheal wall was visualized. A biopsy was at- 
tempted, but was reported as organized blood clot. 
During the period of hospitalization the patient 
received an additional 2,000 cc. of blood. She was 
discharged improved and further surgery was 
planned for a later date. Approximately two 
weeks after returning home the patient expired 
from intermittent bleeding and respiratory ob- 
struction. While a definitive tissue diagnosis was 
not established, the clinical picture was that of 
thyroid carcinoma. 

Comment: This case illustrates hemoptysis 
from thyroid carcinoma in a patient with goiter 
of long duration. 


Discussion 

While it has been stated that hemoptysis 
associated with thyroid carcinoma indicates 
tracheal invasion as well as probable involve- 
ment of other neck structures’*, Moersch' 
reported good palliation after radical resec- 
tion in one case. Whether a more favorable 
outcome would have ensued if the correct 
cause of hemoptysis in Case 1 had been de- 
termined initially, is a matter of conjecture. 


*Case 2 is presented through the courtesy and cooperation of 
Drs. Kenneth C. Sawyer and Hobart M. Proctor, Denver. 
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Certainly the long history of hemoptysis 
without evidence of distant metastases would 


indicate local confinement with improved 
outlook for vigorous local therapy. In spite 
of the rather disappointing results in these 
cases it is hoped that earlier therapy would 
result in greater palliation, if not cure. The 
correct diagnosis will not be made unless 
it is considered. For this reason we urge that: 

1. All cases of hemoptysis receive ade- 
quate diagnostic work-up including chest 
x-rays, bronchoscopy and bronchograms, as 
well as bacteriologic and cytologic examina- 
tion of tracheobronchial secretions. The use 
of the right angle telescope for inspection of 
the entire trachea, particularly the sub- 
laryngeal area, is indicated in all cases of so- 


called “idiopathic” hemoptysis. 

2. Careful observation and continued fol- 
low-up of all patients with goiter in whom 
thyroidectomy does not seem warranted on 
the basis of goiter alone. 


Summary 


1. Hemoptysis secondary to thyroid carci- 
noma is an uncommon condition which can 
be easily overlooked. 

2. Case reports of two patients are pre- 
sented to illustrate this condition in “idio- 
pathic” hemoptysis and in pre-existing goiter. 

3. A plea is made for a vigorous diagnostic 
approach to hemoptysis, regardless of cause, 
and for careful routine follow-up of patients 
with goiter. ® 


references on page 68 


Hemophilia (AHG deficiency) 
and factor VII (stable factor) deficiency 
in the American Indian 


a 


Report of four cases 


S. L. Painter, M.D., and Rosamond Ellett*, Albuquerque, New Mexico 


These deficiencies in blood clotting 
factors—claimed to be a new 
ethnographic facet—may prove to be 


useful genetic tools in studies of 


Navajo and Hopi Indians. 


CAREFUL REVIEW OF THE MEDICAL LITERATURE 
fails to reveal any proved cases of congenital 
or hereditary coagulation defects in the 
American Indian. Four such patients were 
recently studied at the Lovelace Clinic and 


*Acknowledgement: We wish to thank the many physicians 
of the Public Health Service, without whose cooperation the 
study of these patients would not have been possible. 
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Foundation, and it is the purpose of this 
paper to report these cases with pertinent 
laboratory data. It is hoped that this report 
will arouse interest in what is apparently a 
new observation in the Southwestern Indian, 
and that more thorough investigation will be 
forthcoming. 

All of the patients were children under 
the age of 10 years; three were Navajo and 
one a Hopi Indian. They were referred to 
this institution for diagnosis and treatment 
of a hemorrhagic disorder which could not 
be adequately managed by the Public Health 
Hospitals on the reservation. The Navajo res- 
ervation is the largest in the United States, 
occupying northeast Arizona, western New 
Mexico, southwest Colorado and southeast 
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Utah. The Hopi reservation is in northeast- 
ern Arizona, and is entirely surrounded by 
the larger Navajo reservation. The patients 
were from widely separated points on the 
reservation, and were not related so far as 
could be ascertained. They were flown to 
Albuquerque unaccompanied by parents or 
other members of the family, and for this 
reason past medical and family histories were 
inadequate. 


Methods and materials used 


Plasma Thromboplastin—precursor defi- 
ciency test (Differential test for AHG, PTC 
and PTA deficiency) : 

In five clean dry test tubes were placed 
0.2 cc. of 0.9 per cent NaCl, 0.2 cc. normal 
fresh plasma, 0.2 cc. fresh BaSO, precipitated 
plasma, 0.2 cc. aged serum, and 0.2 cc. fresh 
plasma from a patient with known AHG de- 
ficiency. 

To each tube was added 2.0 cc. of the 
patient’s blood, and a clotting time was de- 
termined for each. After three hours’ incu- 
bation at 37° C. a prothrombin consumption 
time was determined on the serum. The re- 
sults of this test, performed on cases 1 and 2, 
are tabulated in Table 1. 

Differential test for hypoprothrombinemic 


TABLE 1 
Plasma thromboplastin precursor 
deficiency test 


Clotting time Prothrombin cons. 


(min.) time (sec.) 
Case 1 
Patient’s blood ........ 20’ 14.7 
Normal fresh plasma 9’30” 27.0 
BaSO, plasma .......... 10’30” 25.5 
Aged serum .............. 15’30” 16.9 
AHG deficient 
22’10” 16.5 
Case 2 
Patient’s blood ........ 58’ 10.6 
0.9% NaCl ................ 62’ 11.5 
Normal fresh plasma 7’0” 39.0 
BaSO, plasma .......... 10’30” 32.6 
Aged serum ............ 48’ 12.5 
AHG deficient 
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states (Prothrombin, Stable Factor VII and 
Labile Factor V): 

In each of five test tubes were placed 0.2 
ec. normal fresh plasma, 0.2 cc. aged plasma 
with prothrombin time greater than 20 sec- 
onds, 0.2 cc. aged dicumerolized plasma with 
prothrombin time greater than 20 seconds, 
0.2 cc. fresh BaSO, precipitated plasma with 
prothrombin time greater than 40 seconds, 
and 0.2 cc. aged serum with prothrombin 
time greater than 40 seconds. 

To each of the tubes was added 0.8 cc. of 
the patient’s plasma, and a prothrombin time 
(one-stage method) was determined on each 
sample. The results of this test (cases 3 and 
4) are given in Table 2. 


CASE REPORTS 


Case 1: J. B., a 9-year-old Navajo boy, was 
hospitalized on November 11, 1958, with a hemar- 
throsis of the right elbow. He was referred from 
a Public Health Service Hospital at Shiprock, New 
Mexico, when the whole blood clotting time 
was found to be prolonged. The past medical 
history was not reliable, and the parents were not 
available for interview. 

Physical examination was essentially non-con- 
tributory except for the right elbow which was 
warm, swollen and tense and painful on passive 
motion. There was some crusted blood in both 
nares. No joint deformities were noted. 

Laboratory examination: Hemoglobin 14.0 gm.; 
hematocrit 41 per cent; white blood count 5,200 
with a normal differential count; platelets 328,000/ 
cu. mm.; peripheral blood smear was essentially 
normal; bieeding time 2°40”; clotting time (Lee- 
White) 20 min.; clot retraction, normal; prothrom- 
bin time, 12.6 sec.; prothrombin consumption time, 
14.7 sec. 

Results of the thromboplastin-precursor defi- 
ciency test are listed in Table 1. The coagulation 
defect in the patient’s plasma was corrected by 
normal fresh plasma and BaSO, precipitated plas- 
ma, and was uncorrected by aged serum and 
known AHG deficient plasma. The studies were 
repeated on several occasions with similar results, 
indicating AHG deficiency. 

Transfusion with fresh frozen plasma resulted 
in gratifying relief of symptoms and the child was 
returned to home without further bleeding prob- 
lems on this admission. 


Case 2: J. H., an 8-year-old Navajo boy, was 
hospitalized on December 4, 1958, with epistaxis 
and a hemarthrosis of the left knee. A brief past 
history from the referring physician stated that 
the patient had had repeated episodes of epistaxis 
and bleeding into the joints, and that a brother 
had died of “bleeding.” Further history was un- 
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obtainable, and the parents were not available for 
interview. 

Physical examination revealed a thin, pale, 
Indian boy who appeared chronically ill. There 
was a moderate pharyngitis and temperature was 
100.2°. Bleeding from the right side of the nose 
was controlled by cautery and a nasal pack. There 
was a massive hemarthrosis of the left knee with 
a flexion contracture. The remainder of the exam- 
ination was normal. 

Laboratory examination: Hemoglobin 8.8 gm.; 
hematocrit 30 per cent; white blood count 18,850 
with a left shift; platelet count, 285,000; peripheral 
blood smear, RBC’s, moderate anisocytosis and 
polychromasia; platelets, adequate; WBC, poly- 
morphonuclear leukocytosis with a left shift. Chest 
x-ray normal. Bleeding time 2’45”; clotting time 
(Lee-White) 58 mm.; clot retraction normal; pro- 
thrombin time 12.5 sec.; prothrombin consumption 
time 10.6 sec.; plasma fibrinogen 0.519 gm. per 
100 cc. Results of the thromboplastin-precursor 
deficiency test are given in Table 1. 

Here again, the clotting defect in the patient’s 
plasma was corrected by normal fresh plasma, and 
BaSO, precipitated plasma, and was uncorrected 
by aged serum and known AHG deficient plasma, 
indicating a deficiency of AHG. Treatment con- 
sisted of the use of antibiotics, orthopedic correc- 
tion of the deformity of the left knee by traction, 
and transfusions of fresh whole blood until the 
anemia was corrected. This was then followed by 
transfusions of fresh frozen plasma and he was 
returned to his home in good condition on the 21st 
hospital day. 


Case 3: A. N., an 18-month-old Navajo girl 
infant, was hospitalized April 26, 1958, with an 
eight-month history of recurrent epistaxis, gastro- 
intestinal bleeding and, more recently, bleeding 
from the gums at the site of erupting teeth. She 
had been previously treated with whole blood 
transfusions and vitamin K with improvement. 
When bleeding recurred on April 8, 1958, she was 
referred to this institution for study. 

Physical examination revealed a rather poorly 
nourished, pale, infant girl who was chronically 
ill. There was bleeding from the nostrils and 
there were two large bluish hemorrhagic blebs on 
the upper gums at the site of erupting teeth. No 
petechiae or ecchymoses were noted and there 
was no evidence, recent or old, of bleeding into 
the joints. The remainder of the examination was 
normal throughout. There was no clinical evidence 
of hepato-cellular disease. 

Laboratory examination: Hemoglobin 7.4 gm.; 
hematocrit 28 per cent; white blood count 22,200 
with a moderate lymphocytosis; urinalysis was 
essentially normal; liver profile, normal; bleeding 
time 1’47”; clotting time 8'15”; clot retraction, 
normal; prothrombin time 67.5 sec.; peripheral 
blood smear, normocytic, normochronic anemia; 
platelets, adequate; WBC, no abnormal or atypical 
cells were noted. 
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Results of the differential test for prothrombin 
deficiency may be found in Table 2. The pro- 
thrombin time of the patient’s plasma was sig- 
nificantly corrected by normal fresh plasma, stored 
plasma, and aged serum, and was uncorrected by 
aged dicumerolized plasma and BaSO, precipitated 
plasma. These results would indicate a Factor VII 
(stable factor) deficiency. There was also a prob- 
able mild hypoprothrombinemia. 

Treatment consisted of transfusions of whole 
blood until the anemia was corrected, then of 
stored plasma. The infant also received vitamin 
K, 10 mg. by intramuscular injection daily. Hemor- 
rhage was completely controlled on the above 
regimen and she was discharged to home on the 
10th hospital day. 


Case 4: M. P., a 15-month-old Hopi Indian boy, 
was hospitalized on August 20, 1957, with a history 
of epistaxis, bleeding gums and easy bruising since 
birth. In May, 1957, he was found to have a pro- 
longed prothrombin time at a Public Health Hos- 
pital on the reservation and was treated with 
Vitamin K and blood transfusions with improve- 
ment. When bleeding recurred in August, 1957, he 
was referred for further study and recommenda- 
tions. Family history was not available. 

Physical examination revealed a well devel- 
oped and well nourished Indian infant boy with 
some pallor of skin and mucous membranes. There 
was a large bluish hematoma on the upper gum 
at the site of an erupting tooth. The remainder 
of the examination was unremarkable. 

Laboratory examination: Hemaglobin 8.5 gm.; 
hematocrit 34 per cent; white blood count 6,250 
with a normal differential. Bleeding time 2’36”; 
clotting time 6’30”; clot retraction, normal; pro- 
thrombin time 79.1 sec.; peripheral blood smear, 
normocytic, normochromic anemia; platelets, abun- 
dant; WBC, no abnormal or atypical cells noted; 
relative lymphocytosis; platelet count 245,000; 
cephalin flocculation, negative in 48 hours; thymol 
turbidity 1.5 units; BSP 1 per cent dye retained 
in 45 minutes. Chest x-ray was normal; x-ray of 
the wrists and hands showed normal bone age. 


TABLE 2 
Differential test for 
hypoprothrombinemic states 


Prothrombin time—seconds 


Case 3 Case 4 
Patient’s plasma ................ 67.5 79.1 
Normal fresh plasma ........ 15.2 15.4 
Stored plasma .................... 17.3 18.8 
Dicumerolized plasma 
BaSO, plasma .................... 72.9 85.6 


67 


1 
3, 
3, 
n 
yf 
e 
d 
aS 
r- = 
m : 
w 
1e 
al 
ot : 
as 
ve 
th 
00 
10/ 
ly 
: 
1e, 
fi- : 
on 
by 
nd 
re 
: 
yas 
vas 
xis 
ast 
hat 
her 
un- 


Bone marrow aspiration (iliac crest) was normal. 
A differential test for prothrombin deficiency was 
performed and the results are tabulated in Table 2. 
Here again, it is apparent that the patient’s pro- 
thrombin time was significantly corrected by 
normal fresh plasma, stored plasma and aged 
serum, and was uncorrected by old dicumerolized 
plasma and BaSO, precipitated plasma, indicating 
the primary defect to be Factor VII. 

Treatment consisted of transfusions of whole 
blood and stored plasma with prompt cessation of 
the bleeding and the patient was returned to home 
on the 12th hospital day. The patient was re- 
hospitalized in May, 1958, at age 2 years, with a 
left lower lobe pneumonia, epistaxis, bleeding 
from the gums, and some scattered ecchymosis on 
the arms and legs. On this occasion the hemo- 
globin was 6.0 gm. and the hematocrit 22 per cent. 
The preceding studies were repeated with essen- 
tially the same results. 

Treatment consisted of appropriate antibiotic 
therapy and whole blood transfusions. Once again 
the patient responded well, with clearing of the 
pneumonitis and control of his hemorrhage. He 
was discharged to home on the 15th hospital day 
and has not been readmitted since that time. 


Comment 

Hereditary or congenital blood coagula- 
tion defects have not been described in the 
American Indian. The four cases presented 
here were studied only because they had a 
bleeding tendency of such severity as to war- 
rant further study, and were accordingly re- 
ferred to a diagnostic center. 

The probability that hemophilia (AHG 
deficiency) was introduced to the Navajo 
Indians by intermarriage with persons of 
Spanish origin is most plausible, but this is 
categorically denied by the Navajo. Until 
recently, vital statistics of the Navajo tribe 
have been most inadequate, so that little or 
no information is available regarding mar- 


riage, births, deaths, etc. Inasmuch as this 
may well become a public health problem to 
the Navajo people in generations to come, 
further study is most certainly indicated. 
The two cases with congenital Factor VII 
deficiency pose a similar problem. Whether 
or not this has been recently introduced to 
Indians of the Southwest is unanswerable at 
present. An attempt was made to study the 
family of one patient (M. P.) but time was 
limited, the studies could not be rechecked, 
and were considered invalid. Hypoprothrom- 
binemic states have not been described in 
an adult Indian other than those readily ex- 
plained on the basis of advanced hepato- 
cellular disease or anticoagulant therapy. 
Adequate study of the problem would pre- 
sent a difficult task since the area involved 
is large, and in one of the most remote re- 
gions in the country. A well-equipped mobile 
laboratory unit would probably be necessary 
for adequate investigation of family groups. 


Summary 


1. There are no: reported cases of heredi- 
tary or congenital hemorrhagic disorders in 
the American Indian. 

2. Herein reported are four cases of such 
disorders, all in children under the age of 
10 years. Two patients had hemophilia A 
(AHG deficiency), and two had Factor VII 
(stable factor) deficiency. 

3. The need for further investigation into 
this problem is stressed. * 


REFERENCES 
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agulation, Ed. 2, Oxford, Blackwell Scientific Publications, 
1957. 
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Welcome, Mississippi! 

Effective this month, the Journal of the Missis- 
sippi State Medical Association begins publication 
under direct ownership and sponsorship of that 
Association. We welcome the new Journal to the 
“state journal group” now numbering 34 state and 
regional medical periodicals which have standard- 
ized these publications at what we hope, and be- 
lieve, is a high level. 

The all-new Journal of the Mississippi State 
Medical Association will be supervised by a publi- 
cation committee chaired by Lawrence W. Long, 
M.D., of Jackson, Miss. It replaces the “Mississippi 
Doctor,” a proprietary journal which, in spite of 
a long history of successful publication, was not 
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owned or supervised by any recognized medical 
society. “Mississippi Doctor” suspended publication 
with its December, 1959, issue. 


Thyroid cancer cont. from page 65 
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@ Exhibits unusual analgesic properties, different from those 


of any other drug wm Specific and superior in relief of somMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes = Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


@ More specific than salicylates @ Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 

SomA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ieo: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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THE 
WASHINGTON 


SCENE 


A monthly news summary from the nation’s 
capital by the Washington Office of the A.M.A. 


Congress embarked on 4a crucial election year 
session with expansion of the Social Security pro- 
gram shaping up as one of the major issues. 

It was virtually a foregone conclusion that 
some liberalization of the program would be voted 
in the Democratic-controlled Congress, but the 
key question was how far the changes would go. 
In every Presidential election year during recent 
years, the House and Senate have approved a 
broadening of the program. 

One of the prime reasons Social Security has 
been an election year “favorite” is that the pro- 
gram can be boosted without affecting the federal 
budget. This is because it is financed through 
employer-employee contributions and is theoreti- 
cally self-supporting. 

Of special interest to physicians, of course, is 
the fate of the so-called Forand bill that would 
provide hospitalization, surgical services, and nurs- 
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ing home care for Social Security beneficiaries. 
This would be accomplished through even higher 
taxes on employees and employers than now sched- 
uled through already-voted step increases. 

Supporters of the controversial legislation — 
vigorously opposed by the administration, the 
American Medical Association, and allied organ- 
izations—launched “their move to win enactment 
this session. 

Sen. Pat McNamara (D., Mich.), whose Senate 
Subcommittee on Aging held a series of hearings 
across the country during the recess, announced 
at the conclusion of the hearings that they showed 
a need for expanding Social Security to include 
health care for the aged. He indicated he thought 
the Forand bill did not go far enough. 

A battery of speakers at a meeting here of the 
American Public Welfare Association also urged 
a sharp increase in benefits, with some advocating 
“cradle to grave” security for all. 

Not all of the proposals for extending the pro- 
gram involved health care. 

The administration indicated it would recom- 
mend some expansion, especially in the disability 
program under which the Federal government 
helps the states provide assistance to persons over 
age 50 judged to be totally and permanently dis- 
abled. An influential lawmaker, Rep. Burr Harri- 
son (D., Va.), disclosed that he would introduce 
legislation to remove the age 50 limitation to al- 
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low all persons regardless of age to participate. 
He estimated this would not require any hiking 
of the taxes. Rep. Harrison is Chairman of a House 
Ways and Means Subcommittee that held recess 
hearings on administration of the disability pro- 
gram. 

Meanwhile, Chairman Wilbur Mills (D., Ark.) 
of the full Ways and Means Committee cleared 
the way for full-scale hearings this Congressional 
session on the entire issue of Social Security. In 
listing specific phases to be considered, however, 
the lawmaker did not mention the Forand pro- 
posal. 

A spokesman for the American Medical Asso- 
ciation told the Federal Communications Commis- 
sion that the A.M.A. believes the best solution to 
objectionable advertising and programs on tele- 
vision and radio is for the industry “to clean its 
own house.” 

Dr. Eugene F. Hoffman, co-chairman of the 
A.M.A.’s Physician’s Advisory Committee on Tele- 
vision, Radio and Motion Pictures, declared “the 
medical profession . . . stands ready to assist the 
networks and individual stations in determining 
accuracy and good taste of broadcast material in- 
volving health or medicine—either commercial or 
public service.” 


International Academy of Proctology 
1959-1960 award contest _ 


The International Academy of Proctology an- 
nounces its Annual Cash Prize and Certificate of 
Merit Award Contest for 1959-1960. The best un- 
published contribution on proctology or allied 
subjects will be awarded $100.00 and a Certificate 
of Merit. The winning contribution will be selected 
by a board of impartial judges, and all decisions 
are final. 

The formal award of the first prize, and pres- 
entation of other certificates, will be made at 
the annual convention dinner dance of the Inter- 
national Academy of Proctology, April 27, 1960, 
at the Americana Hotel, Miami Beach, Florida. 

The International Academy of Proctology re- 
serves the exclusive right to publish all contribu- 
tions in its official publication, “The American 
Journal of Proctology.” All entries are limited to 
5,000 words, must be typewritten in English, and 
submitted in five copies. All entries must be re- 
ceived no later than the first day of February, 
1960. Entries should be addressed to: Alfred J. 
Cantor, M.D., Executive Officer, International 
Academy of Proctology, 147-41 Sanford Avenue, 
Flushing 55, New York. 


Colorado State Medical Societ 
Midwinter Clinical Session 
February 16-19 


See program, pages 104-105 
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Oculist Prescription 
Service Exclusively 


Guild Dispensing 
Opticians 


Shadford-Fletcher Optical Co. 


218 16th Street, AC. 2-2611 Main Office 
3705 E. Colfax (Medical Center Bldg.) FL. 5-0202 
1801 High Street, FL. 5-1815 

2465 South Downing, SP. 7-2424 

DENVER, COLORADO 


1140 Spruce Street 
Boulder, Colorado 


sickroom supplies 
oxygen service 


Trained Technicians 


PEarl 3-5521 


350 Broadway—Denver 


P.A.F. pH’ 


R (Fortified Triple Strength) R 


Improved Douche Powder 
(Hexachlorophene deodorant) 


FORTIFIED—With Sodium Laury! Sul- 
fate and Alkyl Ary! Sulfonate. 

DETERGENT—High surface activity in 
acid and alkaline media. 

LOW SURFACE TENSION—Increases 
penetration into the vaginal rugae 
and dissolution of organisms such as 
Trichomonas and fungus. 

HIGH SURFACE ACTIVITY—Liquefies 
viscus mucus on vaginal mucosa, re- 
leasing accumulated debris in the 
vaginal tract. 


Buffered to control a normal vaginal pH. 


G. M. CASE LABORATORIES 
San Diego, California 
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NATIONAL 
AFFAIRS 


a OF CHOICE of physician, relations 
between physicians and hospitals, a scholar- 
ship program for deserving medical students 
and relative value studies of medical services 
were among the major subjects acted upon 
by the House of 
Delegates at the 
American Medi- 
cal Association’s 
Thirteenth Clini- 
cal Meeting held December 1-4 in Dallas. 

Dr. Chesley M. Martin of Elgin, Okla., was 
named as the 1959 General Practitioner of 
the Year for his outstanding contributions 
to the health and civic affairs of his home 
community. Dr. Martin, who has practiced 
in Elgin for the past 44 years, was the 13th 
recipient of the annual award and the first 
Oklahoman to be so honored. 

Speaking at the Tuesday opening session 
of the House, Dr. Louis M. Orr of Orlando, 
Fla., A.M.A. President, urged the nation’s 
physicians to take a more active interest in 
the whole area of politics, public affairs and 
community life. Dr. Orr also asked physi- 
cians and medical societies to do a more ef- 
fective job of telling medicine’s positive story, 
adding that “if more people knew more about 
the things we support and encourage, they 
would listen to us much more carefully about 
those occasional things that we oppose.” 

Two nationally known political leaders 
from Texas also addressed the Tuesday morn- 
ing session. Senator Lyndon B. Johnson, ma- 
jority leader in the U. S. Senate, called for a 
“politics of unity” which will enable Ameri- 
cans to exert strength and determination in 
an effort to create a world in which all men 
can be free. Speaker of the U. S. House of 


House [ctions 
Last Vonth at Dallas 
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Representatives Sam Rayburn urged greater 
attention to the task of educating young peo- 
ple in the principles of American govern- 
ment and giving them a desire to perpetu- 
ate it. 

Total registration through Thursday, with 
half a day of the meeting still remaining, had 
reached 4,727, including 2,742 physicians. 


@ Freedom of choice 


In considering four resolutions which in 
various ways would have changed or re- 
placed the statements on freedom of choice 
of physician which the House adopted in 
June, 1959, when acting upon the recom- 
mendations in the report of the Commission 
on Medical Care Plans, the House reaffirmed 
the following two statements approved in 
Atlantic City: 

1. “The American Medical Association be- 
lieves that free choice of physician is the 
right of every individual and one which he 
should be free to exercise as he chooses.” 

2. “Each individual should be accorded 
the privilege to select and change his physi- 
cian at will or to select his preferred system 
of medical care, and the American Medical 
Association vigorously supports the right of 
the individual to choose between these al- 
ternatives.” 

However, in order to clarify and strength- 
en its position on the issue of freedom of 
choice of physician, the House also adopted 
this additional statement which was sub- 
mitted as a substitute amendment on the 
floor of the House: 

3. “Lest there be any misinterpretation, 
we state unequivocally that the American 
Medical Association firmly subscribes to free- 
dom of choice of physician and free competi- 
tion among physicians as being prerequisites 
to optimal medical care. The benefits of any 
system which provides medical care must be 
judged on the degree to which it allows of, or 
abridges, such freedom of choice and such 
competition.” 
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@ Physician-hospital relations 

The House received 12 resolutions on the 
subject of relationships between physicians 
and hospitals. To resolve any doubt about its 
position, the House did not act upon any of 
the resolutions but instead reaffirmed the 
1951 “Guides for Conduct of Physicians in 
Relationships with Institutions.” It also de- 
clared that “all subsequent or inconsistent 
actions are considered superseded.” 

The House also accepted recommenda- 
tions that (1) the House of Delegates ac- 
knowledge the need to strengthen relation- 
ships with hospitals by action at state and 
local levels, (2) the Board of Trustees of the 
Association continue to maintain liaison with 
the Board of Trustees of the American Hos- 
pital Association, and (3) the Council on 
Medical Service review this entire problem 
to ascertain if there have been actions incon- 
sistent with the 1951 Guides. 

Those Guides summarize the following 
general principles as a basis for adjusting 
controversies: 

“1. A physician should not dispose of his 
professional attainments or services to any 
hospital, corporation or lay body by what- 
ever name called or however organized under 
terms or conditions which permit the sale of 
the services of that physician by such agency 
for a fee. 

“2. Where a hospital is not selling the 
services of a physician, the financial arrange- 
ment if any between the hospital and the 
physician properly may be placed on any 
mutually satisfactory basis. This refers to 
the remuneration of a physician for teaching 
or research or charitable services or the like. 
Corporations or other lay bodies properly 
may provide such services and employ or 
otherwise engage doctors for those purposes. 

“3. The practice of anesthesiology, pathol- 
ogy, physical medicine and radiology is an 
integral part of the practice of medicine in 
the same category as the practice of surgery, 
internal medicine or any other designated 
field of medicine.” 


@ Scholarship program 

To help meet the need for an increasing 
number of physicians in the future, the House 
approved the creation of a special study com- 
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mittee which was asked to: 

1. Present a scholarship program, its de- 
velopment, administration and the role of the 
American Medical Association in fulfilling it. 

2. Ascertain the maximum to which med- 
ical schools could expand their student bodies 
while maintaining the quality of medical 
education. 

3. Ascertain what universities can support 
new medical schools with qualified students 
and sufficient clinical material for teaching 
—either on a two-year or a full four-year 
basis. 

4. Investigate the securing of competent 
medical faculties. 

5. Investigate financing of expansion and 
establishment of medical schools. 

6. Investigate financing of medical educa- 
tion as to the most economical methods of 
obtaining high quality medical training. 

7. Develop methods of getting well-quali- 
fied students to undertake the study of medi- 
cine. 

8. Investigate the possibility of relaxing 
rigid geographic restrictions on the admission 
of ‘students to medical schools. 

The House urged that the special commit- 
tee be implemented promptly with adequate 
funds and staff so that it may make an initial 
report by June, 1960. 


@ Relative value studies 


Reaffirming a previous policy statement, 
the House approved in principle the conduct- 
ing of relative value studies by each state 
medical society, rather than a nationwide 
study or a series of regional studies by the 
A.M.A. The House also reiterated its author- 
ization for the Committee on Medical Prac- 
tices to inform each state medical association, 
through regional or other meetings, of the 
purpose, scope and objectives of such studies, 
the steps to be followed in conducting studies, 
the problems which may be encountered and 
the manner in which the results can be ap- 
plied. 

The House recognized, however, that some 
state medical societies are either not inter- 
ested in relative value studies or are actively 
opposed to them. It pointed out that some 
state medical associations fear that the re- 
gional conferences of the Committee on Med- 
ical Practices will put pressure on them to 
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carry out such studies and that this will re- 
sult in the adoption of “fixed fees.” 

Since the regional conferences are educa- 
tional in nature, the House said, it remains 
for each state or county medical association 
to accept or reject the idea of a study in its 
area. 

The House expressed awareness of the 
fact that this is still a controversial matter. 
However, it commended the Committee on 
Medical Practices for its effort to carry out 
the instructions of the House, and it urged 
the committee to continue its educational 
work. 


@ Miscellaneous actions 


In considering 44 resolutions and a large 
volume of annual, supplementary and special 
reports, the House also: 

Learned that the A.M.A. Board of Trus- 
tees has appointed a liaison committee to 
meet with a similar committee of the Ameri- 
can Osteopathic Association to consider mat- 
ters of common concern; 

Emphasized that local medical societies 
should insure that no member violates ethical 
traditions as they relate to ownership of 
pharmacies or stock in pharmaceutical com- 
panies; 

Approved the plan of the Committee on 
Medical Rating of Physical Impairment to 
publish its new guide on the cardiovascular 
system in the A.M.A. Journal; 

Recommended that Association councils 
and committees, whenever feasible, hold their 
meetings in the remodeled Chicago head- 
quarters; 

Called for investigation of the need, de- 
sirability and feasibility of establishing a 
home for aged and retired physicians; 

Commended Dr. F. S. Crockett, retiring 
Chairman of the Council on Rural Health, 
for his many years of devoted duty; 

Urged active promotion and careful study 
of the newly developed “Guides for Medical 
Care in Nursing Homes and Related Facili- 
ties”; 

Suggested that fees for consultative exam- 
inations under programs of the Bureau of 
Old Age and Survivors Insurance should be 
adjudicated directly between the state medi- 
cal society and the state agency involved; 

Registered a strong protest to the Veter- 
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ans Administration, urging stricter screening 
of non-service-connected disability patients 
admitted to government hospitals; 

Reiterated the Association’s support of the 
Blue Shield concept and directed the Council 
on Medical Service to submit at the June, 
1960, meeting its recommendations concern- 
ing a policy statement on A.M.A. relationship 
with Blue Shield plans; 

Suggested that S.J. Res. 41, a bill which 
would institute a separate program of inter- 
national medical research, be delayed until 
an over-all assessment can be made of pro- 
posals now before Congress dealing with do- 
mestic and international medical research; 

Endorsed the program of the Educational 
Council for Foreign Medical Graduates but 
also urged that judicious consideration be 
given to local problems involved in the July 
1, 1960, deadline for certification of foreign 
graduates; 

Urged that medical schools include in 
their curricula a course on the social, political 
and economic aspects of medicine; 

Declared that the threat of nuclear war- 
fare has imposed a tremendous responsibility 
on the medical profession, which must be 
prepared to assume a critically important 
role in such an event; 

Suggested that the A.M.A. make available 
to school libraries information and literature 
showing the advantages of private medical 
care and the American free enterprise sys- 
tem; 

Stated that examinations to determine the 
physical and mental fitness of aircraft crew 
members should be made by doctors of medi- 
cine with special knowledge and proficiency 
in certain technics; 

Urged the American people to get proper 
tetanus toxoid, original and booster, and other 
immunizations as indicated from their physi- 
cians, and called on A.M.A. members to co- 
operate in an educational program on tetanus 
immunization; 

Recommended that all state and county 
medical societies establish programs for the 
inspection and testing of all flworoscopes and 
radiographic equipment; 

Approved the Speaker’s proposal that the 
opening session of the House, at the Interim 
Meeting, be moved from Tuesday morning to 
Monday morning, with the reference com- 
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mittees meeting on Tuesday and the House 
reconvening on Wednesday afternoon; 

Called upon each individual physician to 
wage “a vigorous, dynamic and uncompro- 
mising fight” against the Forand type of leg- 
islation; 

Urged state and local medical societies 
and individual physicians to implement the 
A.M.A. program for recruitment of high- 
grade medical students; 

Changed the title of the Section on Sur- 
gery, General and Abdominal, to the Section 
on General Surgery; 

Accepted with appreciation a $2,500 con- 
tribution by Smith, Kline and French Lab- 
oratories toward establishment of a suitable 
award honoring the name of Dr. Thomas G. 
Hull, retiring secretary of the Council on 
Scientific Assembly, and 

Reaffirmed the “Suggested Guides to Re- 
lations Between Medical Societies and Vol- 
untary Health Agencies,” which were adopt- 
ed at the December, 1957, meeting in Phila- 
delphia. 

At the Tuesday opening session, six state 
medical societies presented nearly $250,000 to 
the American Medical Education Foundation. 
The checks turned over to Dr. George F. 
Lull, President of AMEF, were: California, 
$156,562; Indiana, $35,570; New York, $19,546; 
Utah, $10,355; New Jersey, $10,000, and Ari- 


zona, $9,263. © J. L. Blasingame, MD. 


Executive Vice President 
American Medical Association 


New—The Academy of Industrial Medicine 


The Rocky Mountain Academy of Industrial 
Medicine will hold its first annual meeting in the 
Centennial Room of the Shirley Savoy Hotel, Den- 
ver, Wednesday, February 17, at 7:30 p.m., during 
the Midwinter Clinical Session. A constitution and 
by-laws will be adopted. The Board of Directors 
and officers will be selected for the coming year. 
Plans for an annual scientific meeting will be dis- 
cussed as well as any other necessary business. 

The purpose of the organization will be de- 
fined, particularly in relation to industry, both 
large and small, and its value to the physician. 


Dr. Roy Cleere, Director of the State Health: 


Department of Colorado, will discuss the health 
problems and hazards in industry and the role of 
the physician in resolving these problems. There 
will be discussion of questions which any of the 
members care to bring up. 
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Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS. 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book 
sent to you FREE upon request 


150,000 PHYSICIANS 
_ THE WORLD OVER DEPEND 


CTROSURGICAL UN 
SPITAL-CLINIC-0 


Los Angeles 32, California 
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Announcing 


Decongestant / Antihistamine 


provides symptomatic relief of 
nasal congestion and rhinor- 


rhea of allergic or infectious 


origin Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. — in each tep. 
‘ACTIFED’ contains: Tablet Syrup 

‘Actidil’® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 

‘Sudafed”® brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 
TABLETS SYRUP (5 ce. tsp.) 
Adults and older children l 2 bine 
Children 4 months to 6 years of age % 1 times 
Infants through 3 months — % daily 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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they help the cough remove its cause 


These elegant antitussives comprise a group of signifi- 
cantly superior expectorants from which you may select 
the formula best suited for your coughing patient. 


First of all, they have more in common than mere 
delectability to eye and palate: they all include glyceryl 
guatacolate. This remarkable expectorant aids the 
coughing mechanism by increasing the secretion of 
Respiratory Tract Fluid,' which helps liquefy sputum,” 
makes bronchial and tracheal cilia more efficient,'” 
and acts as a demulcent.’** Through its effects, all four 
expectorants promote the natural purpose of the cough, 
which is to remove the irritants that cause it."? 


In addition, the Robins antitussive armamentarium 
provides a choice of widely accepted drugs in various 
combinations with glyceryl guaiacolate for treating 
different kinds of coughs and associated symptoms. For 
antihistaminic effects, there is Dimetane® or prophen- 
pyridamine; for bronchodilation and nasal deconges- 
tion, there are sympathomimetic agents; and for 
suppression of the “too frequent” cough, there is 
codeine or dihydrocodeinone. 


Robitussin’ 


Each teaspoonful contains: 
Glyceryl guaiacolate 100 mg. 


Robitussin: A-C 


Each teaspoonful contains: 


Glyceryl guaiacolate 100 mg. 
Prophenpyridamine maleate... 7.5 mg. 
Codeine phosphate 10 mg. 


(exempt narcotic) 


Dimetane° 
Expectorant 


Each teaspoonful contains: 


Parabromdylamine maleate 
) 


Glyceryl guaiacolate 

Phenylephrine HCl, USP.......... 5 mg. 

Phenylpropanolamine HCl, 
NNR 


Dimetane° 
Expectorant-DC 


Each teaspoonful contains the 
Dimetane Expectorant for- 
mula plus Dihydrocodeinone 
| 1.8 mg. 


(exempt narcotic) 


References: 1, Cass, L. J., and Frederik, W. S.: Am. Pract. & Digest Treat. 2:844, 1951. 2. Ye... 
Blanchard, K., and Ford, R. A.: Journal-Lancet 74:443, 1954. 3. Hayes, E. W., and Jacobs, L. S.: [ Robins 
Dis. Chest 30:441, 1956. 4, Blanchard, K., and Ford, R. A.: Rocky Mountain M. J., Vol. 52, Wi uu 
No. 3, 1955. 5. Boyd, E. M., and Pearson: Am. J. M. Sc. 2/1: 602, 1946, A.H.ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 
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PRELIMINARY PROGRAM 


Midwinter Clinical Session, Feb. 16-19, 1960 


Shirley-Savoy Hotel, Denver 


This year your committee has attempted to design 
a program of interest to nearly every specialist as 
well as to the general practitioner. 

The committee believes that each of you will find 
material in this year’s Clinical Session from which to 
gain valuable information to use in your daily prac- 
tice. Afternoon sessions of the Midwinter meeting are 
heavy with a variety of excellent papers by your 
fellow Colorado practitioners dealing with problems 
you may expect to face frequently. 

An innovation the committee inaugurates this 
year is the Friday afternoon session made up almost 
entirely, with but one exception, of papers authored 
by physicians from a single Colorado community, 
Fort Collins. The committee hopes this “Fort Collins 
Day” session will start a friendly rivalry which will 
encourage physicians from other cities to reserve an 
afternoon of next year’s Midwinter Clinical Session 
to present a program representative of their com- 
munities’ finest medical talent. 


Scientific Session 


Wednesday morning—February 17, 1960 


9:00- 9:30 “Fungus Infections of Lung” 

9:30-10:00 “Pleural Effusion—Comments on Diagnosis” 
10:00-10:30 Intermission 

10:30-11:00 “Experiences with Complicated Chest Trauma” 
11:00-11:30 “Management of Spontaneous Pneumothorax” 


Wednesday afternoon—February 17, 1960 
1:30- 1:50 


“Gastric Uleer—A Medical or a Surgical Problem?” 


Tuesday, February 16, 1960 

The House of Delegates will hold its first meeting 
of the Midwinter Clinical Session on Tuesday at 
10:00 a.m. in the Shirley Savoy Hotel. All Reference 
Committees of the House will meet beginning at 2:00 
p.m. the same day. 

The semi-annual Orientation Course for new mem- 
bers will also be held on Tuesday, but in the Denver 
Medical Library Building, 1601 E. 19th Ave. These 
courses, one of which must be attended by each new 
member of the Society within the first year of active 
membership, will be expanded this year to include 
several additional subjects of interest that young 
doctors themselves have requested. 

As in the past, a special evening of entertainment 
has been planned for men at the Stag Dinner on 
Tuesday evening. 


Woman’s Auxiliary 

The Woman’s Auxiliary has planned a full pro- 
gram of activities for wives of physicians attending 
the Clinical Session, including a Femme Fare, lunch- 
eon, and style show. 


Colonel James A. Wier 
Colonel James A. Wier 


Lt. Col. Elmore M. Aronstam 
Lt. Col. Elmore M. Aronstam 


Robert H. Smith, m.p. 
Colorado Springs 

J. E. Cook, M.p. 
Colorado Springs 

Albert E. Stock, m.p. 
Colorado Springs 


1:50- 2:00 “Experience with Total Colonoscopy” H. U. Waggener, M.D. 
Denver 
2:00- 2:15 “Endometriosis Involving the Rectum and Recto-sigmoid” William A. Day, M.D. 
Colorado Springs 
2:15- 2:30 “Diagnosis and Management c! Post-cholecystectomy Syndrome” Edward J. Donovan, M.D. 
2:30- 3:00 Intermission ee 
3:00- 3:15 “Current Trends in the Diagnosis and Treatment of Cranio- T. K. Craigmile, m.p. 
cerebral Injuries” Denver 
3:15- 3:30 “Generalized Necrotizing Vasculitis” George W. Holt, m.p. 
Denver 
3:30- 3:45 “Pitfalls to Avoid in Acute Hand Injuries” Floyd B. Bralliar, M.D. 
enver 
3:45- 4:00 “Stapes Mobilization and Prosthetic Surgery for Otosclerosis” Kemp G. Cooper, M.D. 
lenver 


Thursday morning—February 18, 1960 


9:00- 9:20 “Pre-asthmatic Patterns” 


9:20-10:10 “Management of Drug Reactions” 

10:10-10:40 Intermission 

10:40-11:00 “Bronchial Asthma, Immunologic or Psychogenic?” 
11:00-12:00 Symposium: “Management of Drug Reactions” 


Frank T. Joyce, M.D. 
Denver 

Harry L. Alexander, M.D. 
St. Louis, Missouri 


Harold S. Tuft, m.p. 
Denver 

Harry L. Alexander, M.D. 
St. Louis, Missouri 

David Talmage, M.D. 
Denver 

W. C. Service, M.D. 
Colorado Springs 

Marvin C. Nelson, 
Denver 

Gordon Meiklejohn, m.p. 
Denver 
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Harold S. 


‘EST SPEAKERS 


Diehl, M.D. 
Senior Vice President for 
Research and Medical Affairs 
American Cancer Society 
New York, New York 


Lt. Col. E. M. Aronstam, M.C. 
Chief, Thoracic Surgery Service 
Fitzsimons Army Hospital 


Vernon Nickle, M.D., Chief, Orthopedic Surgery 
Rancho Los Amigos Hospital, Downey, California 


(Picture not available at press time) 


Col. James A. Wier, M.C. 
Chief, Pulmonary Disease 

Service 
Fitzsimons Army Hospital 


Harry L. Alexander, M.D. 
Emeritus Professor of 
Clinical Medicine 
Washington University 

St. Louis, Missouri 


1:30- 1:45 
1:45- 2:00 
2:00- 2:15 


2:15- 2:30 
2:30- 3:00 
3:00- 3:20 


3:20- 3:40 
3:40- 4:00 


9:00- 9:45 
9:45-10:00 
10:00-10:30 
10:30-10:45 
10:45-11:00 
11:00-12:00 


1:30- 2:00 
2:00- 2:15 


2:15- 2:30 
2:30- 3:00 
3:00- 3:15 


3:15- 3:30 
3:30- 3:45 


Thursday afternoon—February 18, 1960 


“Hypertension Due to Stenosis of the Renal Artery” 
“Cavitating Septic Pulmonary Emboli” 


“Progesterone and Progestins—Their Use in Menstrual Dis- 
orders?” 


“Acute Mastoiditis, Can the Radiologist Help the Clinician?” 
Intermission 
“The Mystery of the Swimming Pool” 


“Biopsy Blues” 


“Preventative Cardiology—The Practicing Physician’s Responsi- 
bility in Lowering the Incidence of Coronary Disease” 


Friday morning—February 19, 1960—Rehabilitation of persons with 


Moderator: Jerome W. 


“Upper Extremity Function in Traumatic Quadriplegia” 
“Use of the Halo in Management of Traumatic Cervical 
Instability” 

Intermission 

“Management of Bladder Disfunction in Cord Injury” 


“Psychiatric Mechanisms in Severe Disability” 


“Cord Injuries—Treatment and Prevention of Their Complica- 
tions.” Lecture, discussion and patient demonstration. 


(Decubiti—Bowel Control—Spasm and Spasticity—Autonomic 
Hyperreflexia—Functional Hand Bracing—Wheel Chair and 
Transfer Training—Brace-Crutch Ambulation) 


Friday afternoon—February 19, 1960—Fort Collins Day 


“Problems of Cancer Control for the Physician” 
“Hemoglobin and Hematocrit Evaluation in Hospital Admissions” 


“Lower Leg Fractures in Relation to Ski Boots Changes” 
Intermission 


“Hernia Repair in Conjunction with Retropubic Prostatectomy” 
“Review of Erythroblastosis in Larimer County Hospital” 


“Intra-Oral Cancers, Particularly Cancers of the Tongue” 


William R. Coppinger, m.p. 
Denver 

David E. Dines, m.p. 

Denver 

Jerome S. Harris, M.p. 
Denver 


David J. Stephenson, m.p. 
Denver 


Roy L. Cleere, M.p. 


Denver 
Alexis E. Lubchenco, m.p. 
Denver 
Murray S. Hoffman, m.p. 
Denver 


spinal cord injuries 
Gersten, M.D., Denver 
Vernon Nickle, M.p. 
Downey, California 


John D. Leidholt, m.p. 


Denver 


Dale M. Atkins, m.p. 


Denver 

David E. Starrett, m.p. 
Denver 

John S. Young, M.D. 
Moderator 

Lakewood 

Participants, Craig Rehabilita- 
tion Staff: 

Eleanor B. Barhaug, P.T. 
Virginia Gordon, 0.T.R. 
Bruce A. Scott, PROSTHETIST 
Leone Walschlager, R.N. 


Harold Diehl, m.p. 
New York City 

John H. Reid, 
Fort Collins 


Stuart A. Patterson, M.D. 
Fort Collins 


Lawrence D. Dickey, M.D. 
Fort Collins 

James F. Hoffman, m.p. 

Fort Collins 

Stanley W. Henson, Jr., M.D. 
Fort Collins 
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Obituaries 


Beloved prison doctor dies 

Kon Wyatt, Sr., M.D., of Canon City died on 
November 28, 1959. Dr. Wyatt was born in Wood- 
ville, Kentucky, November 12, 1896, and received 
his medical degree from the University of Vir- 
ginia and practiced on the Pacific coast as a gen- 
eral practitioner until 1925 when he moved to 
Canon City. He was licensed to practice in Colo- 
rado during the same year. He was a veteran of 
World War I and World War II, serving in the 
Navy Medical Corps. For many years, he was 
county coroner. He made a daily patrol of the cell 
blocks in the penitentiary tending the ills of the 
convicts. Not only the general medical duties, but 
the prison surgery he also did. 

He was active in the American Legion, the 
Elks, the Rotary Club and was a founder of the 
Canon City Golf Club. He was also President of 
the Fremont County National Bank and a Past 
President of the Fremont County Medical Society. 

In addition to his widow, Dr. Wyatt is survived 
by his son, Dr. Kon Wyatt, Jr., associated with 


him in practice, a brother, two sisters and five 
grandchildren. 


Oldest Durango physician dies 

Alta Lawrence Burnett, M.D., died in Durango 
on December 9, 1959. Dr. Burnett was born in 
Marion, Illinois, and received his medical degree 
in 1908. He became a member of the Colorado 
State Medical Society in 1909, when he started to 
practice in Silverton, Colorado. He moved to 
Durango and continued to practice until he died 
of a heart attack in his home. He had been living 
alone since the death of his wife two years ago. 
His son, Dr. Donald Burnett, a_ cardiologist, 
drowned in the Animas River in 1958. Dr. A. L. 
Burnett was active in San Juan County Medical 
Society until 1956 when he became Emeritus. He 
was the oldest practicing physician in Durango. 


Former county coroner dies 

Frederick R. Baker, M.D., of Colorado Springs, 
died on October 31, 1959. Dr. Baker was born in 
Norman, Illinois, in 1877 and attended Physicians 
and Surgeons College in New York. He was li- 
censed to practice in Colorado in 1919, and moved 
to Colorado Springs in 1923 where he was elected 
a member of the Colorado State Medical Society 
during the same year. He was county coroner and 
county physician of El Paso County. He was a 
Republican leader in El Paso County for many 


OCA CUSHMAN wing newly opened 
with improved facilities to 
serve your patients 


THE CHILDREN’S HOSPITAL ASSOCIATION 
OF DENVER 


NON-SECTARIAN—NON-PROFIT 


APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


Providing medicinal and surgical aid 
to sick and crippled children of 
the Rocky Mountain Region 


camsy ~ Camby says: “CAMBRIDGE DAIRY HAS BEEN PRODUC 
QUALITY MILK FOR DENVER BABIES SINCE 1892” 


We Invite Your Inspection and Appreciate Your Recommendation 


SKyline 6-3651 
690 So. Colorado Blvd. 
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Doctors, too, like “Premarin? 


ying doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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years. He was a Life Emeritus member of the 
State Medical Society. 

Dr. Baker is survived by a son, Fred R. Baker, 
Jr., staff writer for the Denver Post in Colorado 
Springs, and a sister. 


Pioneer practitioner dies 

Charles Bowen Warren, M.D., died last month. 
Dr. Warren was born in Croyden, New Hampshire, 
in 1886 and graduated from Maryland Medical 
College. He was licensed in Colorado in 1903 and 
was elected to membership in the Colorado State 
Medical Society in 1935. He practiced medicine in 
Gill, Colorado. He recently was made a Life 
Emeritus member of the Weld County Society. 


Life Emeritus member dies 

Jonathan D. Hinshaw, M.D., died recently. Dr. 
Hinshaw was born in Missouri in 1847 and gradu- 
ated from Medical College in Missouri. He was 
licensed to practice medicine in Colorado in 1903 
and became a member of the Fremont County 
Medical Society. He became a Life Emeritus mem- 
ber of the Colorado State Medical Society recently. 


Otero County pioneer dies 

Benjamin Franklin Blotz, M.D., died recently. 
Dr. Blotz was born in Clarkson, Nebraska, in 1888 
and graduated from the Medical College of Penn- 
sylvania. He was licensed to practice in Colorado 


in 1916, being a member of the Otero County 
Medical Society. He was elected to be a member 
of the State Board of Medical Examiners and be- 
came a Life Emeritus member of the Colorado 
State Medical Society recently. 


Flying Physicians elect 

At a recent meeting of the Utah Chapter of the 
Flying Physicians Association, Dr. L. Weston 
Oakes of Provo, Utah, was elected Chairman, Dr. 
Eugene N. Davie of Milford, Utah, was elected 
Co-Chairman, and Dr. Donald K. Bailey of Salt 
Lake City was elected Secretary-Treasurer. 

Early in 1960, the Utah Chapter of the Flying 
Physicians Association plans to conduct a one-day 
instrument flying indoctrination course for all 
flying physicians in the state of Utah. Physicians 
in neighboring states are cordially invited to at- 
tend this one-day session. Inquiries should be 
directed to the Secretary of the Utah Chapter of 
the Flying Physicians Association. There will be 
no charge for this one-day instrument flying in- 
doctrination course. 


SANDIA RANCH SANATORIUM 


Rt. 4, Box 4104 


Albuquerque, New Mexico 


Telephone DI 4-3273 


For the care and treatment of patients with nervous or mental disorders. 


Licensed psychiatric hospital 
20 acres landscaped grounds 
Favorable year-round climate | 
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Joun W. Myers, M.p., Medical Director 
ALAN JAcosson, M.D., Psychiatrist 
Frep W. LANGcNER, M.D., Psychiatrist 
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Obituary 


GEORGE W. GRISWOLD 
Dr. George W. Griswold was born in 1892 and 
died October 23, 1959. Dr. Griswold graduated 
from the Baylor University College of Medicine in 
1915 and obtained his New Mexico license in 1930. 
He practiced in Roswell, New Mexico. 
He was a member of the Chaves County Medi- 
cal Society, the New Mexico Medical Society and 
the American Medical Association. 


T. Leon Howard Lectureship 

Tribute to Dr. T. Leon Howard, Denver urolo- 
gist, was paid by the Sisters of Mercy, Mercy 
Hospital staff members and friends by the recent 
presentation of the first T. Leon Howard Lecture- 
ship. 

Dr. Victor A. McKusick, associate professor of 
medicine, Johns Hopkins University, Baltimore, 
delivered the first lecture honoring the inter- 
nationally-known surgeon who helped pioneer the 
specialty of urology. He discussed “Recent Ad- 

continued on page 116 


Don’t miss 
important telephone calls . . . 


Let us act as your secretary while you are away, day or 
night; our kindly voice conscientiously tends your tele- 
phone business, accurately reports to you when you return 


TELEPHONE 


SERVICE 
Call ALpine 5-1414 


Newton Optical 


Company 


GUILD OPTICIANS 
Catering to Medical Profession Patronage 


Phone KEystone 4-8714 
309 16th Street, Denver 


EAst 2-361] 


oLlong’s LIMB SHOP 
1478 BIRCH STREET 
DENVER, COLORADO 


ARTIFICIAL ARMS IVAN LONG 
AND LIMBS CERTIFIED PROSTHETIST 


our pledge to you... 


the QUICKEST 
and BEST possible 
SERVICE 


PUBLIC SERVICE COMPANY 
OF COLORADO 


Denver 18, Colorado 


Picker X-Ray, Rocky Mountain, Inc. Jitker 


1207 East Thirteenth Ave.—Tel. AComa 2-7075 


EMERY L. GRAY, 
Vice President 


WM. J. BETTS 
J. K. DUNN 
D. JOHNSON 
Salt Lake City, Utah T. LARSH 
R. S. Cook, 678 South 5th East Street, ELgin 9-9871 L. QUINLISK 
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Vista ril quiets agitation 


hydroxyzine pamoate 


“... an efficient and convenient means of dealing with the prob- 
lem of acute agitation in alcoholic intoxication . . . important 
was the absence of noticeable respiratory depression. ...” 


Miller, R. F.: Clin. Rev. 1:10 (July) 1958 


Capsules—25; 50, and 100 mg. Pfizer Laboratories 
Parenteral Solution (as the HCl)— 25 mg. per cc., Division, Chas. Pfizer & Co., Inc. 
10 cc. vials and 2 cc. Steraject® Cartridges; Brooklyn 6, New York 


50 mg. per cc., 2 cc. ampules. Science for the world’s well-being™ 
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called me on the phone. Each time she is overly 
ed 1 octor friendly and makes it apparent that she is anxious 


for me to see her “socially.” 


Of course, I’m happily married and want to 

, maintain my high ethical standards. But, as you 
LVLC Y ed rt: can see, it is quite a temptation. What shall I do? 
Signed: Dr. “Tempted” 


© Answer: 
Dear Dr. “Tempted”: 
Wire collect name, address, phone number. 


De. K. 
Dear Dr. Kindly Heart: v 
I have been in practice in a small town that ; 
is rather isolated and, although my practice is Dear Dr. Kindly Heart: : 
excellent, I hardly ever am able to get to a medical I have a problem. I om stuck up here ms 
meeting or have contact with other doctors. small mountain town without any professional 
As you can see, I am quite happy with my contacts. Although I am making money “hand 
situation except for the lack of professional con- Ver fist,”I find myself getting rusty on the finer 
tact and my incapacity to study. I feel that I have points of medicine. As a matter of fact, I have no 
no incentive to study and gradually I have been interest in study and find myself not nearly as 
losing my medical knowledge and have become interested in my medical problems. I hate to leave 
quite rusty on most of the fine points of medicine. here, because, as I say, the income is really ter- 
Is there any agency or professional educational _“ific. 
facility available to doctors in such isolated areas? What shall I do? ; 
Signed: In Need of Help Signed: Dr. “Full Pockets” 
Reply: Answer: 
Dear Dr In Need of Help: Dear Dr. “Full Pockets”: 
Yes, the Montgomery Ward catalog. Read the Wall Street Journal. 
Dr. K. H. Dr. K. H. 


Dear Dr. Kindly Heart: 

At our last State Society Meeting, our House 
of Delegates voted quite a bit of money for the 
President. The President will get $200.00 per 
month as an honorarium and $100.00 per day when 
he is out of state at a meeting. 

Don’t you think this is too much money for 
us to give our President? 


Dear Dr. Kindly Heart: 

You are familiar with the high ethical stand- 
ards by which we practice. I can assure you that 
I have always maintained these high ethical and 
moral standards in every way. 

Recently, though, a most embarrassing incident 
occurred. During the course of a physical exam, 
a most beautiful young blonde began making 
rather suggestive remarks and was definitely en- Signed: Dr. “Wondering 
couraging me. Naturally, I ignored the remarks Answer: 
and pretended complete innocence. Since then, she Dear Dr. “Wondering”: 
has been back several times at the slightest excuse, Of course not. Eisenhower is worth every 
has called me to her home (she’s single) and has penny of it. 


Dr. K. H 
NAME 

FORMER 

ADDRESS 
(Street) (City) (Zone) (State) 

NEW 

ADDRESS 

Mail immediately to: (Street) (City) (Zone) (State) 


Rocky Mountain Medical Journal, 835 Republic Building, Denver 2, Colorado 
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Organization cont. trom page 109 
vances and Current Studies in Medical Genetics” 
at Mercy Hospital auditorium, August 20. 

Dr. Fredrick H. Good, one of the initiators of 
the T. Leon Howard Lectureship Foundation, paid 
tribute to Dr. Howard as “a great gentleman, 
teacher, physician and friend.” 

He said that the lectures would be presented 
annually by “outstanding authorities in the fields 
of medicine, education and economics who will 
best exemplify the philosophy of T. Leon Howard.” 

It was the desire of Dr. Howard’s numerous 
friends, Dr. Good said, “to pay him tribute and 
honor while he still was practicing and contribut- 
ing so much.” 

“We felt,” he added, “that by establishing a 
foundation, other friends and colleagues who 
wished to do so, could contribute to the lecture- 
ship in Dr. Howard’s name and help further the 
spirit of constant learning and critical thought 
which he exemplified.” 

The first lectureship program was climaxed by 
the presentation to Dr. Howard of two leather- 
bound volumes containing more than 150 congratu- 
latory letters from leading urologists throughout 
the country after they had been informed of the 
establishment of the lectureship in Dr. Howard’s 
honor. 

Born in Alabama, Dr. Howard came to Denver 
in 1910. He is a former associate professor of 
urology at the University of Colorado School of 
Medicine, is one of the founders of the American 
Board of Urology, a Fellow of the American Col- 
lege of Surgeons, member of the American Medical! 
Association, the Western Surgical Society, Society 
International D’Urologie, the American Associa- 
tion of Genito-Urinary Surgeons, and a frequent 
contributor to medical literature. 

He served as President of the American Uro- 
logical Association in 1941 and as President of the 
South Central Section of the American Urological 
Association in 1932. 

Dr. Howard, who received his B.A. degree from 
Southern University in 1901, is a graduate of two 
medical schools—the University of Virginia in 
1904, and a year later, New York University. 


OLC representative returns 


Orthopedic Surgeon T. C. Harper, of Reno, will 
return to his Nevada practice this month after 
spending five weeks in Jordan as part of the 
Orthopedic Letters Club Overseas Project. Dr. and 
Mrs. Jordan left for the Middle East last Novem- 
ber and have toured Europe following their five- 
week stay in Jerusalem. 

Five orthopedic clinics have been established 
in Jordan by the OLC in conjunction with the 
Jordanian Ministry of Health and with the ap- 
proval of the U. S. State Department. OLC mem- 
bers are assisting in the clinics as part of their 
18-month Overseas Project. Working closely with 
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“What | don’t like is the way they talk about 
PRACTICING medicine.” 


Jordanian physicians, the members provide sur- 
gical demonstrations, class instruction and examine 
patients. Temporary licenses have been granted 
them by the Jordanian Medical Association so 
that they may take an active part in care and 
treatment of patients. 

Two of the orthopedic clinics are located in 
Jerusalem and one each in Jericho, Salt and Am- 
men. 

Expenses for the project are being borne by 
the participating physicians without government 
subsidy. The only outside financial assistance is 
payment for shipment of supplies and materials by 
Medico. 


Seminar in reconstructive nasal surgery 


A seminar in “Reconstructive Surgery of the 
Nasal Septum and External Nasal Pyramid” will 
be held in New Orleans, February 10-13, under 
the auspices of the Department of Otolaryngology 
(Dr. Val Fuchs, chairman), Louisiana State Uni- 
versity Medical School, and the Charity Hospital. 

The American Rhinologic Society will cooper- 
ate in the presentation. Its founder, Dr. Maurice 
H. Cottle, professor of otolaryngology, Chicago 
Medical School, will be the guest director, and 
Dr. H. Ashton Thomas of L.S.U. will be the execu- 
tive director. 

The seminar will offer talks by Dr. Cottle and 
others who have been invited to participate in an 
international course to be given in Mexico City, 
July 4-15, under the auspices of the Escuela Na- 
cional de Medicina e Division del Doctorado, and 
the American Rhinologic Society. 

For further information, write to Dr. Robert 
M. Hansen, Secretary, American Rhinologic So- 
ciety, 1735 North Wheeler Avenue, Portland 12, 
Oregon. 


Rocky Mountain MEpIcAL JOURNAL 


= 
| 
} 
rag } 
< 
| >» | 
= 
| y | 
\ | 
COO 
: 

> 

| 

| 
| 
| 


RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“.,.A number of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 

coated tablets in bottles of 30. 


1. Kuge, T.: To be published. H-22 
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TUMOR CONFERENCES 


Presbyterian Hospital, Denver 


Carcinoma of the thyroid 


“There are certain thyroid tumors grossly 
and microscopically identical with benign ade- 
nomas except for one feature: They show micro- 
scopic invasion of vessels or of the capsule.”! “In 
the category of follicular adenocarcinoma of the 
thyroid gland must be included . . . benign me- 
tastasizing struma, a condition in which thyroid 
tissue of histologically normal appearance is found 
to have metastasized to cervical lymph nodes, 
lungs, bone or other distant organs.” 

The significance of the above statements is 
well-exemplified by the following case. 


Case report 


A 21-year-old three months pregnant Spanish- 
American female entered Presbyterian Hospital 
on Sept. 17, 1959, with a nodule in the right side 
of the neck. This nodule, only recently noted, ap- 
parently had grown slowly and was asymptomatic. 

Physical examination revealed a 2 by 2 cm. 
non-tender nodule in the right lobe of the thyroid 
gland near the midline. The patient’s blood pres- 
sure, pulse and body temperature were normal. 
There were no signs or symptoms of toxicity and 
the BMR was plus 14. The remaining physical 
examination, routine blood count and urinalysis 
were noncontributory. The patient underwent sur- 
gery. 

Surgery (by Dr. B. T. Daniels): The thyroid 
gland was exposed through the usual collar in- 
cision. A 2.5 cm. well encapsulated nodule was 
located in the medial portion of the right lobe 
which extended to the midline and was anterior 
to the trachea. This nodule with its capsule was 
removed and after gross and frozen section exam- 
ination the pathologist reported “follicular ade- 


“Supported by grant from the Frieda L. Maytag Memorial 
Cancer Fund, Colorado Division, American Cancer Society. 
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Alexis B. Lubchenco, M.D., Moderator 


Elmer W. Koneman, M.D.. Resident in Pathology* 


noma, benign” with the request that more of 
the tumor bed and adjacent gland be removed. 
This was done and closure was performed without 
complication. 

Pathology (Dr. E. W. Koneman): The gross 
specimen consisted of a well-encapsulated thyroid 
nodule which measured 3 by 2 by 1.5 cm. A small 
1 cm. satellite nodule was also noted. Sectioning 
revealed a soft fairly dense gray-yellow surface 
in which the colloid content was visibly dimin- 
ished. Microscopically, there were noted well- 
defined small closely packed follicles, some of 
which contained colloid. The epithelial cells ap- 
peared uniform in size and did not present the 
usual characteristics associated with malignant 
change. There was in one area, however, definite 
invasion of the capsule with evidence of perivascu- 
lar lymphatic involvement. Despite the benign 
histologic pattern, our diagnosis was follicular 
adenocarcinoma, low grade, with evidence of cap- 
sular and lymphatic invasion. 

Moderator (Dr. A. E. Lubchenco): The diag- 
nosis of low grade follicular carcinoma of the 
thyroid gland within an ennucleated adenoma has 
been made in a 21-year-old white female who is 
three months pregnant. We wish now to open this 
case for discussion as to further management. Dr. 
Chapman, would you present the possible indica- 
tions for x-ray therapy? 

Dr. K. E. Chapman: Colloid has been demon- 
strated on microscopic examination and it is evi- 
dent that this tumor is of such a functional status 
that it will concentrate radioactive iodine. In preg- 
nancy, radioactive iodine cannot be used in a 
therapeutic dosage after three months gestation 
since the fetus has reached a developmental stage 
at which it will concentrate iodine in its own 
thyroid gland. A tracer dose of radioactive iodine, 
however, could be administered for the purpose 
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of scanning the neck to determine the extent of 
regional lymph node involvement. If metastatic 
disease were found in the neck, local x-ray therapy 
to these areas might be of considerable aid in 
suppressing further spread and this would in no 
way affect the pregnancy. 

Dr. J. L. Kovarik: I believe that in this case 
a total thyroidectomy and radical neck dissection 
on the side of the tumor should be done immedi- 
ately. In general, metastatic thyroid carcinoma 
will not concentrate radioactive iodine unless the 
gland has been ablated. Local x-ray therapy to 
the neck could be used after surgery and, if indi- 
cated, radioactive iodine therapy could be post- 
poned until after the delivery. Even though these 
tumors are low grade and slow growing, the pa- 
tient still may die in the future with metastatic 
carcinoma. 

Dr. G. B. Kent: It is difficult to categorize 
thyroid carcinoma and say what therapy should 
be instituted. However, in a pregnant woman, no 
matter what the pathologic diagnosis might be, I 
feel it would be safe toc let her have her baby 
before anything is done. If a highly undifferenti- 
ated carcinoma was found, nothing you do will be 
of aid anyway. If the carcinoma were papillary, 
or as in the case under discussion, well differenti- 
ated follicular carcinoma, these by nature are 
slow-growing and the patient may not die for a 
long time from metastatic disease. Total thyroid- 
ectomy, node dissection, local x-ray and radio- 
active iodine therapy could be carried out after 
the pregnancy in the event local or metastatic re- 
currence subsequently developed. 

Dr. B. T. Daniels: Varying opinions concerning 
the therapy of choice have been expressed and a 
review of the literature will reveal as many dif- 
ferent points of view. At the original operation 
we had a solitary nodule which looked perfectly 
benign, both upon gross and frozen section exam- 
ination. The lesson to learn from this case is that 
categorically anything less than a subtotal thy- 
roidectomy is inadequate surgical treatment for a 
solitary adenoma of the thyroid. The remaining 
gland looks normal, but you just never know. In 
this case we decided to reoperate immediately and 
do a total thyroidectomy. It was felt that this 
would facilitate further x-ray or radioactive iodine 
therapy if indicated. We also had a real concern 
as to what effect, if any, pregnancy has on thyroid 
carcinoma. During the total thyroidectomy we 
found one small lymph node at the base of the 
right lobe which was positive for carcinoma. Al- 
though no other nodes were found, they may be 
there and we are planning to follow with local 
x-ray therapy to the neck. 

Fig. 1. Total replacement lymph node by well 
differentiated follicular carcinoma. (H&E X200). 


Summary 


Dr. A. E. Lubchenco: Both of the lobes of the 
thyroid gland removed at the second operation 
were serially blocked. Small foci of carcinoma 
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were found in each lobe. A separately submitted 
right regional lymph node was replaced with simi- 
lar well differentiated follicular carcinoma which 
well illustrates the probability of regional lymph 
node involvement in carcinomas of this nature 
(Fig. 1). I wish to emphasize what Dr. Daniels 
has said. As much of the thyroid gland as pos- 
sible should be removed in the case of a grossly 
benign adenoma. Many observers have demon- 
strated that carcinoma of the thyroid may be 
present in multiple foci. A five-year review of 
follicular and papillary carcinomas of the thyroid 
gland at Presbyterian Hospital revealed an inci- 
dence of 13 per cent bilateral involvement. We are 
not certain whether this indicates multicentric 
origin of the carcinoma or intra-glandular metas- 
tatic spread. 

From the discussion this morning the following 
points deserve emphasis: 

1. In some cases well differentiated carcinoma 
of the thyroid gland may be identified from a 
benign adenoma only by the presence of capsular 
or lymphatic invasion. 

2. Anything less than a subtotal thyroidectomy 
for a solitary adenoma of the thyroid gland is in- 
adequate treatment. 

3. Radioactive iodine therapy for carcinoma of 
the thyroid gland cannot be instituted during 
pregnancy after the third month of gestation; how- 
ever, local x-ray therapy to the neck may be of 
value. 

4. Mode of therapy for this type of carcinoma 
is highly controversial. There are many pro- 
ponents for conservative management but also a 
strong segment favoring immediate total thyroid- 
ectomy with radical neck dissection. 


REFERENCES 
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BOOK CORNER 


New books received 


New books received are acknowledged in this 
section. From these, selections will be made for 
reviews in the interests of the readers. Books here 
listed will be available for lending from the Denver 
Medical Library soon after publication. 


Handbook of Poisoning: Diagnosis and Treatment: By Robert 
H. Dreisbach, M.D. 2nd edition. Los Altos, Lange Medical 
Publications, 1959. 474 p. Price: $3.50. 


Biopsy Manual: By J. D. Hardy, M.D.; J. C. Griffin, Jr., M.D., 
and J. A. Rodriguez, M.A., M.D. Philadelphia, W. B. Saunders 
Co., 1959. 150 p. Price: $6.50. 

Metabolic Care of the Surgical Patient: By Francis D. Moore, 
M.D. Philadelphia, W. B. Saunders Co., 1959. 1011 p. Price: 
$20.00. 

Current Medical References: Edited by Paul J. Sanazaro, M.D. 
Los Altos, Lange Medical Publications, 1959. 535 p. Price: $3.50. 
Pa'n and Itch; Nervous Mechani : Civa Fi dation, Study 
Group No. 1. Boston, Little, Brown & Co., 1959. 120 p. Price: 
$2.5). 


Steric Course of Micrebiological Reactions: Ciba Foundation, 
Study Group No. 2. Boston, Little, Brown & Co., 1959. 115 p. 
Price: $2.50. 

Jewish Medical Ethics: By Rabbi Dr. Immanuel Jakabovits. 
New York, Philosophical Library, 1959. Price: $6.00. 

Atlas of Roentgenographic Positions: By Vinita Merrill. St. 
Louis, C. V. “losby Co., 1959. 2 volumes. Price: $32.50. 

The Ciba Collection of Medical Mlustrations: By Frank H. 
Netter. Volume 3: Normal and Pathologic Anatomy of the 
Digestive System, Part 1: Upper Digestive Tract. New York, 
Ciba Pharmaceuticals, Inc., 1959. 206 p. Price: $12.50. 


Book reviews 


The Anatomy of the Nervous System; Its Development and 
Function: By Stephen Walter Ranson, M.D., Ph.D., revised by 
Sam Lillard Clark, M.D., Ph.D. 10th edition. Philadelphia, 
W. B. Saunders Co., 1959. p. Price: $9.50. 

The tenth edition of this standard textbook of 
neuroanatomy appears to maintain the standard 
of excellence set forth in earlier editions. The 
text is as clear and concise as is possible for a 
treatise on the subject to be. Although the con- 
tents have not been altered greatly, from that of 


the previous edition, recent important advances 
in the fields of neuroanatomy and neurophysiology 
have been included. Perhaps somewhat greater 
emphasis might have been placed on the im- 
portance of the reticular formation of the brain 
stem and its role in maintenance of the conscious 
state. 

The book is well-bound in high-grade paper. 
The index is excellent and the bibliography suffi- 
ciently comprehensive, with many recent inclu- 
sions. As a basic text for the newcomer to the 
field of neuroanatomy, or for the casual inquirer, 
this tenth edition of Ranson and Clark is eminent- 


ly satisfactory. Harry R. Boyd, M.D. 


An Atlas of Normal Radiographic Anatomy: By Isadore 
Meschan, M.A., M.D. 2nd edition. Philadelphia, W. B. Saunders 
Co., 1959. 759 p. Price: $16.00. 

The first edition of this book, published in 
1951, has already become an important part of 
every radiologist’s library. This, the second edi- 
tion—issued eight years later—is an enlarged and 
improved reference book which will also be useful 
to the medical student, anatomist, general prac- 
titioner, resident, and x-ray technician. 

Almost all sections of the book have benefited 
by the revision which includes new illustrations. 
Some of the new radiographic reproductions are 
from LogEtronic prints which are unquestionably 
of great value in improving clarity. 

Additions have been made regarding special 
studies of the heart and major blood vessels; 
greater emphasis has been placed on cerebral 
arteriography and venography. 

An important chapter on radiation protection 
has been added. 

The first edition has been useful; the second 
edition will be even more valuable. BLP. 


Difficult Diagnosis; A Guide to the Interpretation of Obscure 
Hiiness: By H. J. Roberts, M.D. Philadelphia, W. B. Saunders 
Co., 1959. 913 p. Price: $19.00. 

This book represents a monumental accom- 
plishment by one man. An unbelievable amount 
of medical literature has been reviewed and di- 
gested in widely divergent fields of medicine. The 
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author intends the books to be of help in diag- 
nostic problem cases, and has provided many 
tables and classifications of disease that are of 
value. 

Equally as important, if not more so, are the 
bits of wisdom that the author has included for 
the clinician to remember when approaching dif- 
ficult diagnostic problems. For example, he quotes 
from a paper by Gruver and Freis analyzing di- 
agnostic errors encountered in a study of 1,106 
autopsies that “correctable misdiagnosis could be 
attributed as frequently to deficiencies involving 
medical judgment, alertness, and thoroughness as 
to the actual lack of medical knowledge.” In the 
main, these authors found these shortcomings to 
include the following: (1) failure to obtain routine 
screening tests, particularly roentgenograms of 
the chest; (2) the ignoring of positive symptoms, 
signs or laboratory reports which did not fit in 
with the initial diagnostic impression; (3) the 
failure to repeat pertinent laboratory tests; (4) 
attributing the patient’s present illness entirely 
to complications of a previously diagnosed state; 
(5) the false sense of security engendered by mis- 
leading negative laboratory reports, particularly 
x-ray films which did not initially disclose the 
lesions; and (6) in long illnesses the failure to 
review and summarize the accumulated data, and 
to repeat the physical examination at frequent 
intervals. This book is especially recommended 
for physicians who do consultative work. 


L. R. Wurtzebach, M.D. 


A Woman Doctor Looks at Love and Life: By Dr. Marion 
Hilliard. Garden City, N. Y., Doubleday & Co., 1957. 190 p. 
Price: $2.95. 

Written originally as a series of magazine 
articles, this short volume contains chapters of 
advice for women of all ages. As such, it possibly 
has wide general appeal, but little specific value 
to the physician who might wish to recommend 
it to patients coping with particular female prob- 
lems. The adolescent’s anxieties are scarcely fas- 
cinating reading to the matron seeking solace in 
her menopause. 

However, as an expression of one obstetrician- 
gynecologist’s opinion, the book is both interesting 
and instructive. Dr. Hilliard is obviously a physi- 
cian of great professional experience, with the 
added advantage of being a woman, and thus 
especially understanding of women and their prob- 
lems. The book makes good light reading for 
fellow specialists and others interested in learning 
“what every woman should know about being 


female.” Maxwell A. Abelman, M.D. 


Bone Tumors: By Louis Lichtenstein, M.D. St. Louis, C. V. 
Mosby Co., 1959. 402 p. Price: $12.00. 

This is the second edition of Louis Lichten- 
stein’s excellent treatise on bone tumors. His first 
edition, published six years ago, has been thorough- 
ly revised with some modification in nearly every 
chapter. Four new chapters have been added, two 
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of which concern tumors of periosteal origin and 
tumors of synovial joints, bursae and tendon 
sheaths. 

Dr. Lichtenstein is an eminent consultant on 
bone tumors and needs no further qualification by 
this reviewer. 

The book is composed of 24 chapters, each 
dealing with a separate bone tumor. Each chapter 
contains exactly what is necessary for study with- 
out case histories, prolonged differential diagnoses 
or pros and cons of treatment. The average chap- 
ter has a short history of the tumor, the roentgeno- 
graphic picture, clinical diagnostic features, pa- 
thology, treatment and prognosis, a short sum- 
mary and finally several pertinent and recent 
references. The numerous illustrations are excel- 
lent. 

Dr. Lichtenstein is rather obdurate in some of 
his statements; for example, he maintains that a 
difference can and should be made between 
Ewing’s sarcoma and (primary) reticulum cell 
sarcoma. He differs with several authorities, such 
as Geschicter and Stout, concerning the site of 
origin and the speed of growth of fibrosarcomas. 
However, these differences of opinion do not de- 
tract from this book. 

Because of its conciseness, completeness and 
authoritativeness, I would recommend this book 
to all pathologists, radiologists, orthopedists and 


medical librarians. William ‘H. Keener, M.D. 


General Urology: By Donald R. Smith, M.D., Clinical Professor 
of Urology, University of California School of Medicine. 2nd 
edition. Los Altos, Lange Medical Publications, 1959. 328 p. 


Price: $4.40. 

This is an excellent practical manual of general 
urology, which should have its greatest use for 
medical students and general practitioners who 
need a broad general knowledge of the subject 
but who do not need specific detailed knowledge 
of surgical procedures which the specialist re- 
quires. The chapters on injuries to the genito- 
urinary tract and on non-specific infections are 
particularly good, and the paragraphs on differ- 
ential diagnosis should be helpful to all physicians. 


Sam W. Downing, M.D. 


Medical Radiographic Technic: Prepared by Technical Service, 
X-ray Department, General Electric Company, under the 
original editorial supervision of the late Glenn W. Files. 
Revision by William L. Bloom, Jr., and others. 2nd edition. 
Springfield, Ill., Charles C. Thomas, 1959. 386 p. Price: $11.00. 

This book is the second and revised edition of 
the excellent guide for x-ray technicians first pre- 
pared under the editorial supervision of the late 
Glenn W. Files. Like its predecessor, it will un- 
doubtedly continue to be known as “Files” within 
the x-ray department. 

The original book served as an excellent text- 
book for the student x-ray technician as well as 
a guide for all within the department, including 
the radiologist. The revised edition includes vari- 
able voltage technics, body section roentgenology 
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and a chapter on special procedures. 

As before, the book is valuable for its section 
on positioning. It can be recommended for all 
x-ray departments, as well as for the office of 
any physician who has an x-ray machine. 

B. L. P. 


Patient Care and Special Procedures in X-ray Technology: 
By Carol H. Vennes, R.N., B.S., and John C. Watson, R.T. 
St. Louis, C. V. Mosby Co., 1959. 203 p. Price: $5.70. 

Written by a registered nurse and a registered 
x-ray technician, this book represents a remark- 
ably complete compilation of principles of nurs- 
ing care related to special x-ray procedures. It 
also discusses the technics of the procedures as 
related to the x-ray technician. 

The book can be recommended in the curricu- 
lum of all schools of nursing and of x-ray tech- 
nology. It will be of value to the radiologist as an 
outline and guide to the training of his technicians 
in special examinations, even though he may modi- 
fy the procedure within his own department. 


BS. P. 


Surgery of the Prostate: By Henry M. Weyrauch, M.D., 
F.A.C.S., Clinical Professor of Surgery, Stanford University 
School of Medicine. Philadelphia, W. B. Saunders Co., 1959. 
535 p. Price: $15.00. 

It would be difficult to laud this book too 
highly. It is a well-thought-out, excellently or- 
ganized treatise on prostatic surgery which should 
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be in every reference library. The English is 
concise, simple and refreshingly free of ten sylla- 
ble words. The book is beamed primarily at the 
specialist, but the student and generalist will find 


much of value in it. Sam W. Downing, M.D. 
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The impression that TAO is an unusually active antibiotic 
has steadily gained recognition by impressive clinical per- 
formance. Now come reports of in vivo and in vitro biological 
and biochemical evaluations that show TAO to be indeed 
unique.":? 

TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to TAG) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 


tn light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
¢ Effective against 78% of 64 “‘antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
¢ No side effects in 94%; infrequent reactions mild and 
easily reversed » Quickly absorbed » Highly palatable. 

sound reasons t TAO to end 9 out of 10 common 
Sane TAC Capsules—250 mg., and 125 mg., bottles of 60. 
TAO for Oral Suspension—125 mg. per tsp. (5 cc.) when re- 


constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 

Other TAO forms available: TAO Pediatric Drops: flavorful, easy 
to administer. TAO®-AC: TAO analgesic, antihistaminic com- 
pound. TAOMID®: TAO with triple sulfas. intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 


1. English, A. R., and McBride, T: J.: Proc. Soc. Exper. Biol. & 
Med. 100:880 (Apr.) 1959. 2. Gelmer, W. D.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 277. 
3. English, A. R., and Fink, F. C.: 

8:420 (Aug.) 1958. 
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Nevada State Medical Association 


Annual Meeting, September 7-10, 1960 

Las Vegas 

OFFICERS—1959-1960—Terms of Officers and Committeemen 
expire at the Annual Session in the year indicated. Where no 
year is indicated the term is for one year only and expires at 
the 1960 Annual Session. 

President: Ernest W. Mack, Reno. 

President-elect: Wesley W. Hall, Reno. 

Secretary-Treasurer: William A. O’Brien, III, Reno. 

Delegate to A i Medical A iation: Wesley W. Hall, 
Reno; alternate: Earl N. Hillstrom, Reno. 

Executive Committee: Roland Stahr, Reno; Ernest W. Mack, 
Reno; William A. O’Brien, III, Reno; Wesley W. Hall, Reno.; 
Earl N. Hillstrom, Reno; Stanley L. Hardy, Las Vegas; Thomas 
S. White, Boulder City; Jonn M. Read, Elko; john M. Moore, 
East Ely; William M. Tappan, Reno. 

E itive S tary: Mr. Nelson B. Neff, P. O. Box 2790, Reno; 
telephone FA 3-6788. 


Standing committees 


ARRANGEMENTS AND PROGRAM: Thomas S. White, Boulder 
City, Chairman; Harold L. Boyer, Las Vegas; Stanley L. Hardy, 
Las Vegas; Ralph W. Hemington, Las Vegas; Eorl N_ Hillstrom, 
Reno; John M. Read, Elko; Glenn W. Tueller, Las Vegas; Adrien 
Ver Brugghen, Las Vegas. 


CONSTITUTION AND BY-LAWS: William A. O’Brien, Reno, 
Chairman; Fred M. Anderson, Reno; Vernon Cantlon, Reno; Earl 
N. Hillstrom, Reno. 


LEGISLATIVE: Kenneth F. Maclean, Reno, Chairman; Vernon 
Cantion, Reno; James N. Greear, Reno; Stanley L. Hardy, Las 
Vegas; George R. Magee, Reno; John M. Moore, East Ely; 
Leslie A. Moren, Elko; T. V. Ross, Gardnerville; Gecrge S. Weiss, 
Winnemucca; Thomas S. White, Boulder City; V. A. Salvadorini, 
Reno. 


INSURANCE: Earl N. Hillstorm, Reno, Chairman; Fred M. 
Anderson, Reno; Edwin Cantion, Reno; Millard Duxbury, Reno; 
Thomas K. Hood, Elko; Richard H. Laub, Las Vegas; Arthur E. 
Scott, Reno; William M. Tappan, Reno. 


CIVILIAN DEFENSE, EMERGENCY MEDICAL SERVICE, MILITARY 
AND VETERANS AFFAIRS: Gilbert G. Lenz, Reno, Chairman; 
Eugene H. Bastien, Elko; Robert F. Biglin, Reno; Edwin Cantlon, 
Reno; James R. Herz, Reno; Kenneth F. Maclean, Reno; William 
B. Ririe, McGill; Alan J. Roche, Sparks; Gerald J. Syivain, Las 
Vegas. 


PUBLIC HEALTH ADVISORY: William E. Simpson, Reno, Chair- 
man; Reed J. Anderson, East Ely; David D. Carr, Las Vegas; 
Daniel J. Hurley, Carson City; Robert Locke, Reno; Olin C. 
Moulton, Reno; Roger C. Seyferth, Elko. 


TUBERCULOSIS: Robert Locke, Reno, Chairman; Frederick L. 
Coddington, Reno; Thomas F. Keyes, Las Vegas; Kermit J. Ryan, 
Las Vegas; David S. Thompson, Reno. 


MEDICAL SURVEY AND RURAL HEALTH: Vernon Cantlon, 
Reno, Chairman; Dennis Cunningham, Las Vegas; George R. 
Magee, Reno; Alan J. Roche, Sparks; George S. Weiss, Winne- 
mucca; William Welch, Gabbs. 


INDUSTRIAL HEALTH AND N.1.C. LIAISON: William M. Tappan, 
Reno, Chairman; Leslie A. Moren, Elko; Walter F. Quinn, Reno; 
Hale B. Slavin, Las Vegas; George S. Weiss, Winnemucca. 


PR. AND HOME AND HIGHWAY SAFETY: Leo D. Nannini, 
Reno, Chairman; Glenn W. Tueller, Las Vegas, Co-chairman; 
Robert V. Broadbent, Reno; Hugh S. Collett, Elko; Edgar L. 
Compton, Las Vegas; Roy N. Eklund, Las Vegas; Martin W. 
Payne, Las Vegas; Joseph M. Presti, Lovelock; William B. Ririe, 
McGill; Jack P. Sargent, Reno; William E. Simpson, Reno; 
George S. Weiss, Winnemucca; William Welsh, Gabbs. 


FINANCE: Wesley W. Hall, Reno, Chairman; Stanley L. Hardy, 
Las Vegos; Earl N. Hillstrom, Reno; William A. O’Brien, Reno; 
John M. Read, Elko. 

WOMAN’S AUXILIARY ADVISORY: Edwin Cantlon, Reno, Chair- 
man; Stanley L. Hardy, Las Vegas; Leslie A. Moren, Elko; 
William B. Ririe, McGill. 

NECROLOGY: David C. Lambird, Sparks. 


PROFESSIONAL EDUCATION: David S. Thompson, Reno, Chair- 
man; Emanuel Berger, Reno; Stanley L. Hardy, Las Vegas; 
Ernest W. Mack, Reno; William A. O’Brien, Reno; Lowell J. 
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Peterson, Reno; Hale B. Slavin, Las Vegas; Adrien Ver Brugghen, 
Las Vegas. 


MENTAL HEALTH: Leslie H. Gould, Reno, Chairman; Raymond 
M. Brown, Reno; Richard W. Brown, Reno; Sidney J. Tillim, 
Reno. 


HISTORIAN: Frederick W. Meng, Reno, Chairman; Fred M. 
Anderson, Reno; James L. Swank, Las Vegas. 


GERIATRICS: Lawrence A. Russell, Reno, Chairman; Frederick 
D. Elliott, Reno; Francis M. Kernan, Reno; Leslie A. Moren, 
Elko; Noah Smernoff, Reno; Zigmunt M. Starzynski, Las Vegas. 


CANCER COMMISSION: John W. Callister, Reno, Chairman, 
1961; Harcld L. Boyer, Las Vegas, 1961; Thomas K. Hood, 
Elko, Vice-chairman, 1961; Joseph R. Fouts, Las Vegas, 1960; 
V. A. Salvadorini, Reno, '960; Horace 6. Taylor, Reno, 1960; 
Fred M. Anderson, Reno, Secretary, 1962; Daniel J. Hurley, 
Carson City, 1962; David S. Thompson, Reno, 1962. 


BLOOD BANK: V. A. Salvadorini, Reno, Chairman; Joseph R. 
Fouts, Las “Vegas; Lawrence Parsons, Reno. 


MATERNAL HEALTH: Pau! O. Wiig, Reno, Chairman; Donald 
1. Mohler, Reno; Leslie A. Moren, Elko; Robert P. O’Donnell, 
Las Vegas; Frank V. Reuckl, Winnemucca; Frank W. Samuels, 
Reno. 


CHILD HEALTH: Emanuel Berger, Reno, Chairman; Eugene H. 
Bastien, Elko; Grant Lund, Las Vegas; John G. Scott, Reno; 
B. A. Winne, Reno. 


MEDICARE ADVISORY: Arthur E. Scott, Reno, Chairman; 
Millard Duxbury, Reno; William E. Pasutti, Reno; Walter F. 
Quinn, Reno; Lowell J. Peterson, Reno; Paul O. Wiig, Reno. 


PUBLIC ASSISTANCE MEDICAL CARE ADVISORY: Richard C. 
Sheretz, Reno, Chairman; Vernon Cantlon, Reno; Earl N. 
Hillstrom, Reno; Thomas K. Hood, Elko; Francis M. Kernan, 
Reno; Charles D. Lanning, Reno; Lawrence Russell, Reno; Glenn 
W. Tueller, Las Vegas. 


MEDICAL ASSISTANTS ADVISORY: Vernon Cantlon, Reno, 
Chairman; John R. Ervin, Reno; Wesley W. Hall, Reno; Earl N. 
Hillstrom, Reno; Chester C. Lockwood, Las Vegas; Arthur E. 
Scott, Reno; Stanley L. Hardy, Las Vegas. 


CRIPPLED CHILDREN’S ADVISORY: William A. Teipner, Reno, 
Chairman; Emanuel Berger, Reno; John G. Scott, Reno. 


HOSPITAL: Gilbert G. Lenz, Reno, Chairman; Fred M. Anderson, 
Reno; Edwin Carition, Reno; Vernon Cantlon, Reno; A. J. 
Dingacci, Fallon; John M. Moore, East Ely; William A. O’Brien, 
Reno; Lorne Phillips, Henderson; Glenn W. Tueller, Las Vegas. 


Advisory Subcommittee to work with Nevada State Hospital: 
Vv. A. Salvadorini, Reno, Chairman; Leslie A. Gould, Reno; 
Robert K. Myles, Reno. 


ALCOHOLISM: Charles E. Fleming, Reno, Chairman; Harry E. 
Fightlin, Las Vegas; Dwight L. Hood, Reno; J. S. Phalen, Reno; 
Walter F. Quinn, Reno; William E. Simpson, Reno; Kenneth F. 
Smith, Las Vegas; James H. Swartzfager, Las Vegas. 


MEDICAL ADVISORY TO NEVADA SOCIETY FOR CRIPPLED 
CHILDREN: William E. Pasutti, Reno, Chairman; John W. 
Brophy, Reno; Charles E. Fleming, Reno; Daniel J. Hurley, 
Carson City; Frank A. Russell, Reno; Kermit J. Ryan, Las Vegas; 
William E. Teipner, Reno. 


The Colorado State Medical Society 


Midwinter Clinical Session, February 16-19, 1960 
Denver 

President: John L. McDonald (Chairman of the Board), Colo- 
rado Springs. 

President-elect: Cyrus W. Anderson, Denver. 

Vice President: J. Alan Shand (Vice Chairman of the Board), 
La Junta. 

Treasurer: William C. Service, Colorado Springs, 1962. 
Additional Trustees: Carl W. Swartz, Pueblo, 1960; Fred R. 
Harper, Denver, 1961; Walter M. Boyd, Greeley, 1961; Carl 
H. McLauthlin, Denver, 1962. 

Delegates to A.M.A.: Kenneth C. Sawyer, Denver, 1960; (Al- 
ternate, Gatewood C. Milligan, 1960); E. H. Munro, Grand 
Junction, 1961; (Alternate, Harlan E. McClure, 1961); I. E. 
Hendryson, Denver, 1961; (Alternate, C. C. Wiley, Longmont, 
1961). 

Executive Secretary: Mr. Harvey T. Sethman, 835 Republic 
Building, Denver 2, Colorado; telephone AComa 2-0547. 


See December, 1959, issue for complete list of committees. 
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Montana Medical Association* 
Interim Session, February 26-27, 1960 
Helena 


President: Leonard W. Brewer, Missoula. 

President-elect: Raymond F. Peterson, Butte. 

Vice President: Everett H. Lindstrom, Helena. 
Secretary-Treasurer: W. E. Harris, Livingston. 

Assistant Secretary-Treasurer: Jess T. Schwidde, Billings. 
E tive C itt Leonard W. Brewer, Missoula; Raymond 
F. Peterson, Butte; Everett H. Lindstrom, Helena; W. E. 
Harris, Livington; Jess T. Schwidde, Billings; John A. Layne, 
Great Falls; Herbert T. Caraway, Billings. 

Delegate to American Medical Association: Paul J. Gans, 
Lewiston; alternate, S. C. Pratt, Miles City. 

Executive Secretary: Mr. L. R. Hegland, P.O. Box 1692, Bil- 
lings; telephone 9-2585. 


New Mexico Medical Society® 

Annual Meeting, May 10-13, 1960 

Albuquerque 

President: Lewis M. Overton, Albuquerque. 

President-elect: Allan L. Haynes, Clovis. 

Vice President: William E. Badger, Hobbs. 
Secretary-Treasurer: Thomas L. Carr, Albuquerque. 
Councilors: Wendell H. Peacock, Farmington, 1960; George W. 
Prothro, Clovis, 1960; Gerald A. Slusser, Artesia, 1960; W. J. 
Hossley, Deming, 1961; Guy E. Rader, Albuquerque, 1961; 
Robert P. Beaudette, Raton, 1962; William R. Oakes, Los 
Alamos, 1962. 

Delegate to American Medical Association: Earl L. Malone, 
Roswell, 1960; Alternate: Samuel R. Ziegler, Espanola, 1960. 
Executive Secretary: Mr. Ralph R. Marshall, 220 First National 
Bank Building, Albuquerque; telephone CH. 2-2102. 


The Utah State Medical Association* 


Annual Session, September 14-16, 1960 
Salt Lake City 


President: I. Bruce McQuarrie, Ogden. ° 

President-elect: Wallace S. Brooke, Salt Lake City. 
Secretary: J. Poulson Hunter, Salt Lake City. 

Treasurer: Robert M. Dalrymple, Salt Lake City. 
Councilors: Box Elder, 1960, D. L. Bunderson, Brigham City; 
Cache Valley, 1960, C. J. Daines, Logan; Carbon County, 
1960, A. R. Demman, Helper; Central Utah, 1959, Stanford 
Rees, Gunnison; Salt Lake, 1960, Richard W. Sonntag, Salt 
Lake City; Southern Utah, 1960, James S. Prestwich, Cedar 
City; Uintah Basin, 1960, R. Bruce Christian, Vernal; Weber 
County, 1961, Wendell J. Thompson, Ogden; Utah, 1959, R. E. 
Jorgenson, Provo. 

Executive Committee: I. Bruce McQuarrie, Ogden; U. R. 
Bryner, Salt Lake City; Wallace S. Brooke, Salt Lake City; 
J. Poulson Hunter, Salt Lake City; Robert M. Dalrymple, 
Salt Lake City. 

Delegate to American Medical Association: Kenneth B. 
Castleton, Salt Lake City; Alternate, Drew Petersen, Ogden. 
Executive Secretary: Mr. Harold Bowman, 42 South Fifth 
East Street, Salt Lake City 2; telephone EL. 5-7477. 


The Wyoming State Medical Society* 
Annual Session, September 7-10, 1960 

Jackson Lake Lodge 

President: Benjamin Gitlitz, Thermopolis. 

President-elect: Francis A. Barrett, Cheyenne. 

Vice President: S. J. Giovale, Cheyenne. 

Secretary: Frederick H. Haigler, Casper. 

Treasurer: C. D. Anton, Cheyenne. 

Councilors: Albany County, B. J. Sullivan, Laramie; Carbon 
County, Guy M. Halsey, Rawlins; Converse County, Roman 
J. Zwalsh, Glenrock; Fremont County, Bernard D. Stack, 
Riverton; Goshen County, O. C. Reed, Torrington; Laramie 
County, S. J. Giovale, Cheyenne; Natrona County, Frederick 
H. Haigler, Casper; Sheridan County, Ralph Arnold, Sheridan; 
Sweetwater County, R. C. Stratton, Green River; Teton 
County, Vacancy; Uinta County, J. S. Hellewell, Evanston; 
Northeastern Wyoming, Virgil Thorpe, Newcastle; Northwest 
Wyoming, John H. Froyd, Worland. 

Delegate to A.M.A.: A. T. Sudman, Green River, 1960; Alter- 
nate, B. J. Sullivan, Laramie, 1960. 

Executive Secretary: Mr. Arthur R. Abbey, Box 2036, Chey- 
enne; telephone 2-5525. 


*Committee lists for all participating states will appear in 
subsequent issues. 
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In a semi-fluid state—it’s quickly 
absorbed and well tolerated 


Hematovals therapy for refractory hypochro- 
mic anemia provides semi-fluid iron in a soft, 
elastic capsule for rapid absorption without 
gastric irritation. 

Each capsule supplies 58 mg. of ferrous ionic 
iron. Normal blood levels are quickly restored. 
Achlorhydria does not complicate Hematovals 
therapy because the iron remains in the ferrous 
state during conversion. 

The cobalt factor induces better hemoglobin 
synthesis and quicker response. Hematovals also 
contain vitamin Biz, folic acid, liver and B-com- 
plex factors to help overcome anorexia. Assimila- 
tion is assisted by the ascorbic acid present in 
each Hematoval. 


EACH CAPSULE CONTAINS: Folic Acid............. 0.25 mg. 
Thiamine Mononitrate...... 1 mg. 

Ferrous Sulfate, 4.5 gr. 58 1 mg. 
Sulfate 2.0 mg. Pyridoxine Hydrochicride.0.25 mg. 
0.4 mg. Calcium Pantothenate. ++.0.25 mg. 
liver, 1 = Nicotinamide. .......... 3.3 mg. 
Vitamin Bis... Ascorbic Acid......... 16.66 mg. 


Hematovals° 


RM-160 


THE ULMER PHARMACAL COMPANY 


1400 HARMON PLACE, MINNEAPOLIS 3, MINNESOTA 
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WANT ADS 


UNUSUAL OPPORTUNITY. Specialist wanted for asso- 

ciation with general practitioner. Will consider 
pediatrician. Full use of x-ray and laboratory equip- 
ment. Two treatment rooms, one furnished. Share 
nurse. Located in busy Pearl Mack shopping center, 
7069 Pecos, Medical Dental office. Contact Ferne 
Lapan, HA 9-3529, or HA 9-5496. Personal interviews 
only. 1-1TF 


NEVADA COMMUNITIES seeking physicians include 

Wells, Carlin, Austin, Beatty, Pioche, and Haw- 
thorne. Write Mr. Nelson B. Neff, Executive Secre- 
tary, Nevada State Medical Association, P.O. Box 2790, 
Reno, Nevada, for further information regarding these 
opportunities. 5tf 


VACANY in Denver Medical Clinic, 1401 Jackson, be- 

cause of illness. Four rooms, reception room and 
other facilities, including large off street parking. 
You pay only rent and one-third share of receptionist 
salary. Full use of Clinical and X-ray Laboratory serv- 
ice including su meptice. Lease if desired. For details 
call DExter 3-6939 7-TF 


ATTRACTIVE OFFICE for rent. Partially furnished 


if desired, good terms. 407 Professional Arts Build- 
ing, E. Colfax at Lafayette. Call M. Abelman, M.D., 
ALpine 5-4030. 10TF 


WANTED: Board Eligible or Certified Internist inter- 

ested in Cardiology for Group in Central Colorado. 
Please address Box 11-43, Rocky Mountain Medical 
Journal, 835 Republic Bldg., Denver 2, Colorado. 11-43 


FOR MEDICAL MEN 


now available in Denver’s exclusively 
Medical-Dental Building . . he 
Republic Building. For details, call or 
write the building manager. 


KE 4-5271 
REPUBLIC BUILDING CORPORATION 


1624 Tremont Place + Denver 2, Colorado 


EARNEST DRUG 
217 16th Street 
Prescription Specialists 
Telephones KEystone 4-7237—KEystone 4-3265 


FRESH—CLEAN—COMPLETE 
PRESCRIPTION STOCK 


Free Delivery 


SPACE available in new air conditioned medical build- 

ing in Colorado Springs, Colorado. Location excellent 
for generalists, specialists, or dentists. Ample off 
street parking. Near new hospital and adjacent to a 
large shopping center. Will partition to suit. E. s 
Vincent, M.D., Suite No. 1, Madison Medical Building, 
2121 North Weber Street, Colorado Springs, Colorado. 
Phone MElrose 2-9386. 11-TF 


VERY LARGE PRACTICE for sale in town of 12,000, 

serving a population of 60,000. Rent in new building 
$115.00. Four large rooms fully equipped with two 
examination tables, X-ray, Thermo Copyiug machine, 
etc. Doctor deceased August 5, 1959. Write ae 868, 
Durango, Colorado. 1-5TF 


M.D., AGED 30, returning from service in Indonesia, 

desires locum tenens or association with Christian 
physicians beginning about August, 1960. Licensed in 
Colorado and Kansas, married, two children. Write: 
Herbert Friesen, M.D., Pakis/Taju, Java, Indonesia. 
12TF 


WANTED—GENERAL PRACTITIONER. Eastern Ne- 

vada, 6-man group. Initial salary $12,200 per annum. 
Early increases. Excellent hospital facilities. Write 
or call J. M. Moore, M.D., Chief Surgeon, Steptoe 
Valley Hospital, East Ely, Nevada. Phone Ely, AM- 
herst 4-4411. 12-12 


BEAUTIFUL new Applewood Valley Medical Center, 

in Metropolitan Denver's choicest location, has one 
single and one double suite available. Completely air 
conditioned. No other medical building in this area. 
Call BE. 7-1865 or write Byron Wilson, 10355 West 
18th, Denver 15. 12-23 


BOARD eligible dermatologist June. Desire informa- 

tion full or part time association with group or 
dermatologist, or opportunity for private practice. 
J. Maliner, 1220% S. Saltair Avenue, Los Angeles 25, 
California. 12-33 


FOR LEASE OR FOR SALE: Cherry Creek location 

in Denver. 6,000 sq. ft. or more of office space for 
doctors and professional men. Spacious building, good 
parking in Denver's finest, fastest growing profes- 
sional area...Cherry Creek! Surrounded by Denver's 
best residential areas. Write box 12-43, Rocky Moun- 
tain Medical Journal, 835 Republic Building, Denver 
2, Colorado. 12-43 


PRACTICE FOR SALE. Southwest Nebraska. Two- 
man, seven-year-old general practice grossing 
$70,000. Eleven-room well-equipped office with rea- 
sonable rent. Twenty-bed Community Hospital in 
town. Both partners specializing. Terms arranged. 
Reasonable distance from Colorado Rockies. Write 
box 12-53, Rocky Mountain Medical Journal, 835 — 
public Building, Denver 2, Colorado. 12-5 


BOARD eligible internist desires location in group 

practice in Rocky Mountain area. Write Box 12-63, 
Rocky Mountain Medical Journal, 835 Republic Build- 
ing, Denver 2, Colorado. 12-63 


BE 3-462) 


Quality Drugs 
Jess L. Kincaid 
ADJUSTABLE CRUTCHES FOR RENT 


SURGICAL SUPPLIES 
DRUGS AND PRESCRIPTIONS 


Courteous Service 


Free Delivery in Lakewood 
and Vicinity 


How 


Registered Trade Mark 


BOB'S PLACE 


Trade Mark A Bob Cat for Service 


TEXACO PRODUCTS 


300 South Colorado Boulevard 
Cow Town, Colo. 
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IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE 
CULTURES TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS” 


CHLOROMYCETIN 


ANTIBIOTIC B 


REFERENCES: (1) Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, FE: Antibiotics Annual 1958- 
1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. (2) Goslings, W. R. O., & Buchli, K.: Arch. Int. Med. 102:691, 
1958. (3) Suter, L. S., & Ulrich, E. W:: Antibiotics & Chemother. 9:38, 1959. (4) Metzger, W. I., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 966. (5) Fischer, H. G.: Deutsche 
med. Wehnschr. 84:257, 1959. (6) Borchardt, K. A.: Antibiotics & Chemother. 8:564, 1958. (7) Schneierson, S. S.: J. Mt. 
Sinai Hosp. New York 25:52, 1958. (8) Waisbren, B. A.: Wisconsin M. J. 57:89, 1958. 

*Adapted from Leming & Flanigan.* 
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